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Glossary of Terms
As the use of terminology in the values and governance literatures can vary
markedly, a list of terms as used for the purposes of this study is provided to
ensure consistency of meaning.
Attitudes
“An organization of several beliefs around a specific object or situation”
(Munson, 1984, p. 17).
Beliefs
Opinions accepted as true or real (Collins, 1994).
Choice
Choice is conceived of as a process, with selection of an identified preference
being the end result. Making a choice requires an individual to marshal and
weigh information concerning alternatives, “with the objective of arriving at a
single preferred course of action, or at least a hierarchy of preferences” (Heyel,
1994, p. 1).
Choice-decision process
“A series of steps designed to culminate in an action…to achieve certain objectives
or to avoid certain undesirable or harmful eventualities” (Heyel, 1994, p. 2).
Decision
“The final act of solidifying a selection and formulating it in words for necessary
promulgation and translation into action” (Heyel, 1994, p. 2).
Ethical dilemma
“Having to choose between two equally desirable or undesirable alternatives”
(Marquis & Huston, 1996, p. 470).
Mission
“A clear expression of the organization’s statement of purpose and reason for
existing” (American Hospital Association and Ernst & Young, 1997, p. 59).
Organisation
A social collectivity distinguished by “primacy of orientation to the attainment of
a specific goal or goals” (Parsons, 1960, p. 17).
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Organisational values
Values which influence the choice of an organisation’s “mission, goals, and
objectives” (Rowe, Mason, Dickel, Mann & Mockler, 1994, p. 87).
Public hospital
Hospital that is “operated by, or on behalf, of state and territory government that
provide a range of general hospital services” (Australian Institute of Health &
Welfare, 2005, p. 78).
Principles
Enduring proven, objective and external guidelines for human conduct and
effectiveness (Covey, 1992, p. 94).
Private hospital
Hospital that is “privately owned and operated…that provide a range of general
hospital services” (Australian Institute of Health & Welfare, 2005, p. 78).
Selection
“The mental act of identifying a preference to oneself” (Heyel, 1994, p. 1).
Value
“A single belief of a very specific kind” (Munson, 1984, p. 17).
Value judgment
The “mental approach brought to bear on the choices that precede” a decision
which is “dictated by ingrained professional training, cultural background, moral
guidelines and ethical standards” (Heyel, 1994, p. 2).
Value system
“An enduring organization of beliefs” (Hall, 1995, p. 28).
Vision
A “description of the desired future state of the organization” (American Hospital
Association and Ernst & Young, 1997, p. 59).
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Abstract
This study explores the role of board directors’ personal values in hospital
governance. By traversing the personal values and health sector governance
domains it answers the principal question: how do the personal values of
governing board directors influence governance practice in Melbourne
metropolitan acute health sector hospitals?
A descriptive-exploratory collective case study methodology using a mixed
method data collection and analysis approach is employed to engage three
conceptual constructs: personal value priorities, health sector governance
frameworks, and values guided governance decision-making. The survey and
interview findings, which draw upon the experience of directors serving public,
private non-profit and private for-profit hospital boards support the conceptual
integrity of the researcher-developed Values Guided Governance Model and
Values Guided Governance – Decision Distillation Model. The findings, using
qualitative-quantitative data triangulation, meld previously distinct values and
governance research toward a conceptualisation of values-directed governance.
The study presents a window into the acute health sector governance decisionmaking context, which is important in potentially permitting or deterring
directors’ personal values expression. Also explored is the role of governance
frameworks and human resource processes in the creation and maintenance of
shared values cultures through the facilitation of personal values clarity and
personal-organisational values alignment. The results identify similarities and
differences, as measured by the Schwartz Value Survey, in the personal value
priorities reported by the directorship groups in this study, and further an
understanding of the apparent interplay of demographic and experiential factors in
the development of personal values and value priorities. Most notably, insights are
offered into the way in which directors’ personal values influence governance
decision-making and thereby affect the delivery of acute health services to the
community.
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Preface
This research arose from my longstanding personal, professional and academic
interest in the role of personal values in informing individual decision-making and
potentially collective decision-making and organisational cultures.
The study was initially conceptualised and data collection undertaken at Deakin
University; the data analysis and writing of the dissertation was completed at La
Trobe University. Ethical approval for the conduct of this study was obtained
from the Deakin University Higher Research Ethics Committee in 2005. Whilst
the quantitative and qualitative data for this study was collected between
December 2005 and August 2007, the findings are nonetheless applicable to
present and future governance practice as they touch upon perennial issues.
Individuals’ personal values shape their value priorities, which in turn shape
organisational values. In their leadership role, acute health care sector board
directors face governance decision-making challenges in the stewardship of their
organisations and in overseeing the provision of an array of health care services,
whilst being responsive to multiple stakeholder interests.
In the Australian health sector a number of factors relevant to governance practice
persist: there is a finite pool of resources available to meet the increasing health
care demand; there may be substantive changes in government health policy
direction by newly elected governments; public, private non-profit and private
for-profit governance structures co-exist; the potential exists for ongoing merger
and acquisition activity and expansion into international markets by private sector
operators; and ongoing challenges present to public and non-profit organisations
in aligning their social mission and fiscal accountabilities.
There is therefore an ever present need for an awareness of mechanisms that
enhance personal and organisational values alignment and reduce potential values
conflicts. Directors with a clear sense of their personal values and an awareness of
the role played in decision-making by such values, as well as the role of those of
their board colleagues and organisational stakeholders, are better prepared to meet
the many leadership challenges faced in governing an acute health care
organisation.
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Chapter One: Framing the study
Introduction
The National Institute for Governance (Bartos, 2005) has identified a need for
Australian research that devotes greater attention to values issues in governance.
This study addresses this stated need by undertaking research that transverses the
personal values and health sector governance domains. Whilst prior research has
examined the personal value priorities of individuals, and postulated the
importance of personal values in decision-making, Fritzsche’s (1995) assertion
that there is a call for exploration of the role played by individuals’ personal
values in real life organisational decision-making contexts continues to ring true.
This study addresses this gap by exploring the personal value priorities of directors,
and directors’ views, on the influence of their personal values on their decisionmaking in the context of their roles as members of Melbourne metropolitan acute
health sector governing boards.
My motivation for the conduct of this study derive from working in the health
sector in Victoria as a clinician, academic, researcher and consultant. At the
personal level, reflections on instances in which my own values clearly directed
clinical decisions, my stance on academic issues and aspects of my personal,
professional and leadership conduct ignited my curiosity regarding the influence
of personal values and their role in individual and by extension, organisational
decision-making. Additionally, during this time my experiences within a variety
of health sector organisations led to my view that there are certain organisations in
which there exists a perceptible sense of congruence and commonality of purpose
amongst staff spanning all organisational levels. These are organisations in which
individuals’ values appear to be a ‘lived’ phenomenon, where individuals clearly
identify their guiding values, actively seek to demonstrate such values in practice,
and hold their own and colleagues’ conduct to account in light of these values.
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My reading of such organisations, and conversely of organisations in which this
situation was not apparent, is that the occurrence of a genuinely values guided
culture is not coincidental. Time and again situations reinforced my sense that the
personal values of the individuals leading the organisation were a significant
source of influence upon the culture of the organisation, indeed central to the
creation of the internal ‘atmosphere’ and external ‘persona’ of the organisation.
My observations crystallised my perception that values guided organisations are
shaped from the ‘top down’. I gained the impression that the values held by the
organisations’ leadership group were central to the ensuing ‘values-climate’ of an
organisation.
These personal reflections and experiences ignited my questioning of how
cultures in which there is an evident sense of individual-organisational values
congruence are enlivened. Who creates and nurtures such a culture and what
supporting structures enable this to be maintained? Exposure to concepts such as:
ethical governance (Francis, 2000); the spirituality of work (Yaroslaski & Tripodi,
2006; Moore, 2008); principlecentred leadership (Covey, 1992); moral
leadership (Coles, 2000); servant leadership (Greenleaf, 1996, 1998, 2002); of
valuesbased leaders (Albion, 2006); leading with values (Hess & Cameron,
2006); leaders who assert values that are important to them as they strive to ‘do’
leadership differently (Sinclair, 2005); and values guided governing boards that
can ‘make a difference’ (Carver, 1997) powerfully reinforced my perception that
the governing board, indeed individual directors serving the board, are ultimately
responsible for creating and nurturing an organisation’s values environment.
Directors are members of the principal governance, leadership and decisionmaking body of their organisation. In accordance with the overarching values that
direct the vision and mission of their organisation, by means of their individual
and collective decision-making directors determine the governance integrity,
strategic direction and ethical environs of their organisation (Francis, 2000;
Carver, 1997, p. 1). The successful governance of an organisation is the express
responsibility of the governing board. Notably, a study conducted by the
American Hospital Association and Ernst & Young (1997) identified shared
values and effective decision-making as being two factors critical to governance
success.
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Health sector board directors lead organisations that exist in a milieu of ongoing
change, and directors must respond to the challenges presented by such change.
The Australian Institute of Health and Welfare (1996) report challenges include
the rising costs of service delivery, increasing service demands and heightened
consumer expectations, and highlight such challenges necessitate decisions
regarding service provision, and responses such as cost containment, enhancing
efficiency gains and increasing the effectiveness of resources allocations.
Arguably, the purpose of a health sector board, in fact the raison d’être for the
board and thus directors, is to make decisions on behalf of the organisation.
Directors are called upon to make decisions that determine the allocation of finite
health care resources, service delivery prioritisation and associated costs in their
organisation. These decisions may be complex, even contentious, given the oft
diverse, and potentially conflicting, agendas of stakeholders to whom the board is
accountable.
Directors are accountable for the decisions they make on behalf of their
organisation (Baxt, 1999; Bosch, 1995). The civil case brought under the
Corporations Act, by the Australian Securities and Investments Commission
against James Hardie Australia Pty Ltd directors serves strikingly to illustrate that
individual executive and non-executive directors are deemed legally and morally
accountable for their decisions and the consequences of those decisions. The
landmark judgment and resulting penalties, disqualification periods and fines,
imposed on directors clearly underscore the personal and professional
consequences for directors breaching their inherent role of trust (Moran, 2009).
Greenleaf (2002, p. 54) recounts that the historical term for hospital governing board
directors was trustees, “persons in whom ultimate trust is placed”. In his writings,
Greenleaf stresses the importance of leaders’ personal values and asserts that
individuals who serve in leadership roles elicit trust if “one has confidence in their
values” (2002, p. 30). Such a view clearly suggests that directors’ personal values are
an important facet of their leadership role. Kuhnert (Kuhnert, 2001; Sarros, Densten
& Santora, 1999, pp. 47-48) argues that, fundamentally, leadership is about
human values and that the study of leaders decision-making should focus on the
personal values of leaders.
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Sarros, Densten and Santora (1999, p. 117) charge that the importance of values in
leadership have for too long been overlooked. Indeed, they assert the leadership
role held by directors is a valuesbased activity, a role that cannot exist
independently of the personal values that guide them, and which is embedded in
the values of the context in which it exists (Sarros et al., 1999, p. 44-45). It is not
surprising in this light that Powley and Taylor (2006) stress that leaders must be in
touch with their values, or Hall and Joiner (1992) and Sarros and Santora (2001)
argue that individuals who hold leadership roles should have a strong sense of
clarity regarding their core personal values. Additionally, Sarros et al. (1999, pp.
49-50) propose that leaders should determine the extent to which their values are
consistent with the organisations and Lagan (2006) advises individuals to serve
organisations with which they feel a personal values match.
The personal values of the directors who comprise the board arguably shape the
values culture of the board and organisation (Hall, 1995; Sarros et al., 1999).
Indeed, Schwartz and Bardi (2001) and Sarros et al. (1999, p. 43) contend that
leaders selectively direct and maintain control of the culture through the use of
values transmission strategies. Subsequently, the values culture determines the
context for decision-making and directs the selection of strategic (Rowe, Mason,
Dickel, Mann & Mockler, 1994) and ethical goals (Fritzsche, 1995). Sarros et al.
(1999, pp. 49-50) also forward the notion that values “create the structures in
which leadership reside”. On this basis it is clearly important then that personal
values not be treated as being independent of, or explored in isolation from
organisational culture and structures.
In this study, it is argued that given the apparent significance of leaders’ personal
values there is a need for governing boards to be aware of the role personal values
may play in governance and directorship practice. In light of the inherent
decision-making responsibilities of their directorship role, directors ought to be
aware of their personal values and the way in which their value priorities may
influence their decision-making in this role. Hence the personal values that guide
individual directors’ decision-making, the values shared by board members and
the influence these may have on decision outcomes that determine the delivery of
health care services to the community, are important areas of exploration.
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The personal value priorities of individuals are the subject of considerable
empirical research. Such research has been conducted with diverse populations in
varied contexts. By example, researchers Sarros et al. (1999) reported on the
personal value priorities of Australian managers, while Schwartz and Bardi (2001)
reported on the personal values of participants drawn from 63 countries. Studies
by Loo (2000) and Rowe and Mason (1987) have revealed links between
individuals’ personal values and their decision behaviour. Indeed, Conley’s
(2003) study reported that senior health executives identified that their personal
values influenced their decision-making.
Extant research has however failed to identify the personal value priorities of
governing board directors, or explore links between directors’ personal values and
their decision-making. That so little attention has been paid to the personal value
priorities of directors, and, the role these may have in their decision-making, and
hence in influencing board decisions appears a substantive omission given the
patently recognised role of directors in governance decision-making (Pointer &
Orlikoff, 1999, 2002; Australian Stock Exchange, 2003).
Research conducted by Steane and Christie (2001) in the Australian non-profit
sector links board members’ values to their directorship effectiveness. However,
the specific values or the manner in which values enhance effectiveness are not
explicated. In the body of health system and hospital governance research there is
scant attention paid to the issue of board directors’ personal values. The
importance of directors’ values is touched upon in one American health sector
governance report that identified that 85% of board chair and chief executive
respondents drawn from the government, private non-profit and private for-profit
sectors considered the most important criterion for hospital board member
selection was “values consistent with the hospital” (American Hospital
Association and Ernst & Young, 1997, p. 14). As no further comment was made
regarding the values sought, how candidates’ values were determined to be
consistent with those of the hospital, or why this criterion was considered
important in director selection, the study left many unanswered questions.
Nonetheless, the finding reveals the importance to this group of the personal
values of director candidates and raises the question as to whether consistency
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between personal values and organisational values is similarly an important
selection criterion for hospital board membership in the Australian context.
It is acknowledged that the board contexts in which Melbourne metropolitan acute
health sector directors operate vary. Organisational priorities, as dictated by the
vision, mission and values, and the social, political and fiscal realities facing
organisations differ. Therefore this study draws upon the experiences of directors
from three distinct types of acute health sector hospitals: public, private non-profit
and private for-profit.
As discussed in Chapter Two, the review of the governance and personal values
literatures raised issues that informed the study design. The first of these was the
necessity to clearly delineate the boundaries of the governance area under
exploration and the study setting. The second was the need to select data
collection methods that would enable me to bring together two distinct areas of
study and allow the opportunity to capture linkages I believed existed between
directors’ personal values and their practice ‘in context’. While these issues are
addressed in detail within the literature review I believe it is pertinent to flag each
at this point.
There is a vast body of governance research. Studies have been conducted in
international and Australian settings, in a variety of industry sectors. That such
research has for the most part been conducted within the corporate domain and
hence viewed from the corporate vantage point is notable. Unquestionably, my
review of numerous studies conducted in such different settings and sectors
served to highlight that substantive differences can exist between governance
contexts and that accordingly findings cannot be assumed to translate directly
between settings or sectors.
Governance research conducted specifically within the health sector derives
predominantly from the United Kingdom and United States of America. Such
research highlights differences that exist between international health care settings
(i.e. social environs, political environs, legislature, funding, and service delivery
arrangements) that impact governance practice. Therefore findings from research
conducted in different settings overseas cannot necessarily be assumed to reflect
the Australian experience. There is little Australian research on health sector
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governance, or governing board or director practice. This situation lends weight to
the need for contemporary health sector governance research in Australia.
However, as health service governance arrangements vary between respective
Australian states, and even within a given state may vary between metropolitan
and regional settings and between sub-sectors of the system, I decided to situate
this study within the acute health sector in Victoria, and specifically within
metropolitan Melbourne.
In reviewing both personal values and governance research I was struck by the
prevalent use of quantitative data collection methods. Creswell (2003, p. 4) asserts
that for a study to include “only quantitative or qualitative methods falls short of
the major approaches being used today in the social and human sciences”.
Accordingly, to address this potential criticism this study utilises both quantitative
(survey) and qualitative (survey and interview) data collection methods. The sole
use of quantitative data collection methods in this study would in my opinion have
failed to capture the deeper insights into and linkages between directors’ personal
values and decision-making in practice that qualitative exploration afforded.
The exploration by this study using mixed data collection methods of the role of
directors’ personal values in governance and directorship practice in Melbourne
metropolitan public, private non-profit and private for-profit hospitals is intended
to offer a timely research contribution. This study does not seek to imply that the
value priorities or decisions of any governing board or individual director are
superior to those of another board or director. Rather, it seeks to offer insight into
the role directors’ personal value priorities play in influencing their decisions,
which, given the social and fiscal significance of health service provision to the
community are important. To shine light on real life acute health board decisionmaking and the role of directors’ personal value priorities in this process.
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Research question
This study seeks to answer the question: how do the personal values of governing
board directors influence governance practice in Melbourne metropolitan acute
health sector hospitals?
The review of the literature (Chapter Two) suggests that four approaches can
assist in answering the question:
1.

Describe directors’ personal value priorities and identify factors that may
influence their value priorities.

2.

Describe acute health sector governing board director selection, induction
and performance evaluation processes, and explore directors’ experiences
of the use of personal values identification in each of these processes.

3.

Explore health sector governance frameworks that potentially shape the
values context in which directors practice.

4.

Explore the influence directors consider their personal values have on their
decision-making in their acute health sector governing board role.

By answering the research question it is intended that this study firstly gives
attention to the role of personal values in governance and directorship practice,
and secondly addresses gaps identified in earlier personal values and health sector
governance research. This study seeks thereby to contribute to the personal values
and governance research fields by exploring the ‘in practice’ association between
directors’ personal values and their directorship role.

Conceptual framework
The personal values, corporate governance, health sector governance, and
leadership and decision-making literatures inform this study. As suggested by
Perry (1998) and Stake (1995, p. 16; 2000, pp. 440-441) the literature review
informed the selection of the key research areas of this study. The research areas
subsequently guided the choice of the research question, the research design and
informed the researcher developed Values Guided Governance Model (Figure 1.1)
that frames this study.
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Figure 1.1: Values Guided Governance Model
B.

A.
Individual director’s
personal value
priorities

Acute health sector
board governance
frameworks

C.
Values Guided
Governance decisionmaking

Figure 1.1 the Values Guided Governance Model illustrates the three principal
areas of exploration in this study. The purpose of the model is to illustrate the
conceptual location and relationship of the three areas.
Research areas A and B are suggested to have an interactive relationship as
represented by the central two-way arrow. The first and second research question
approaches relate primarily to the exploration of research area A. The third and
fourth research question approaches relate primarily to the exploration of research
area B.
Research areas A and B are suggested to have an interactive relationship with
research area C as represented by the arrows originating from each of A and B
that join toward C. Research area C is a conjectured area. This area is the focal
point of exploration in this study. Each area and the proposed relationships are
now outlined.
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Research area A
Individuals have personal value priorities that are shaped by their unique and
shared social experiences (Schwartz, 1992). An individual’s value priorities may
influence their personal decision-making (Hall, 1995; Loo, 2000; Rowe &
Boulgarides, 1992).
It is proposed that directors’ personal value priorities potentially attract them to
serve the board of an organisation that has organisational values they perceive to
be congruent with their own, and influence their selection to board service on the
basis of perceived personal-organisational values congruence.
Research area B
Acute health sector boards comprise directors who operate in governance
frameworks that shape the environment in which they practice. Such frameworks
are posited to include the mission and values of the organisation (Abbey &
Hagele, 1998), the governance model (Alexander & Weiner, 1998; Covey, 2004;
Garratt, 1996), theoretical framework (Clarke, 1998) and governance processes of
the board (Covey, 2004; Pointer & Orlikoff, 1999, 2002).
It is proposed that selected governance frameworks potentially influence the
expression of directors’ personal value priorities, and the frameworks selected
reflect directors’ personal value priorities.
Research area C
Directors’ personal value priorities and the governance frameworks in which
directors’ practice are posited to influence governance decision-making.

Research design
A case study design is appropriate when, as in this study, a “question is being
asked about a contemporary set of events, over which the investigator has little or
no control” (Yin, 2003, p. 9). This study employs a descriptive-exploratory
collective case design (Bouma, 2000; Collis & Hussey, 2003; Creswell, 1998;
Hussey & Hussey, 1997, Stake, 1995, 2000; Yin, 2003).
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Collis and Hussey (2003, p. 346) note that descriptive research “aims to describe
phenomena as they exist” and to identify and obtain “information on the
characteristics of a particular problem or issue”. Indeed descriptive case studies
are used when the “objective is restricted to describing current practice” (Hussey
& Hussey, 1997, p. 66).
Exploratory research aims to find patterns or ideas with the focus being on
“gaining familiarity with the subject area and gaining insights” for future
investigation (Collis & Hussey, 2003, p. 347). Exploratory case studies are used
“in areas where there are few theories or a deficient body of knowledge” (Hussey
& Hussey, 1997, p. 66) where the researcher takes a very broad look at the
phenomenon under investigation with the purpose of gathering information to
“build a description of what is ‘going on’” inside an entity (Bouma, 2000, p. 91).
A descriptive-exploratory collective case design was selected for this study
because investigation of the research question required an approach which both
described and observed current phenomena in order to gain further insight.
The collective case study design allows empirical enquiry of phenomena within
real life contexts where the context of the study is considered to be highly
pertinent to the phenomena under exploration (Yin, 2003, p. 13). This is the
situation in this study, in which I consider the board context to be highly pertinent,
indeed pivotal to the exploration of directors’ personal value priorities in relation
to their directorship decision-making.
Specifically, this descriptive-exploratory collective case study research explores
the phenomenon of individual governing board director personal value priorities
and the influence such value priorities have on individual director decisionmaking. Exploration of this phenomenon is encased within the over–arching
theme of governance in the context of Melbourne metropolitan acute health sector
governing boards.
Figure 1.2 illustrates the collective case study design operant in this study. The
outer casing of the figure represents the context of the study, the Victorian acute
health sector. The middle casing of the figure represents Melbourne metropolitan
acute health sector hospitals included in the study. The inner core represents
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hospital governing boards from which study participants are drawn. The two
circles in the core are representative of the individual directors who inform this
study singularly as instrumental cases, and, in combination as a collective case
study. Directors participating in this study were members of either a private forprofit hospital or group (PFP), private non-profit hospital or group (PNP) or
public Metropolitan Health Service (MHS) at the time of data collection.
Figure 1.2: Collective case study design developed for this research study
Case context
Victorian Acute Health Sector
Melbourne metropolitan acute
health sector hospitals
Hospital governing boards
Instrumental case one
Individual board director
Unit of analysis: Director A from
hospital governing board X informs
issues under exploration in the study
by participation in the survey and/or
an interview
Instrumental case two
Individual board director
Unit of analysis: Director B from
hospital governing board Y informs
issues under exploration in the study
by participation in the survey and/or
an interview.
The methodology is appropriate for this study as it permits mixed method data
collection in order to reveal qualitative-quantitative data linkages (Sieber in Miles,
1979), allows within case and cross case analysis (Eisenhardt, 1989) and provides
both analytic generalisation (Yin, 1994, p. 10, pp. 32-33), analysis of the
conceptual model and theory testing and building opportunities (Eisenhardt, 1989;
Yin, 2003; Young, 2004, p. 74). A mixed method data collection approach, using
survey (quantitative and qualitative data collection) and interview (qualitative data
collection) methods is employed in this study to allow triangulation.
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Whilst data for this study were collected concurrently each instrumental case was
approached as a concentrated enquiry in its own right within the broader
collective case study. Thereafter I have, as Stake (2000) suggests through the
examination of the experiential and contextual account of cases and the provision
of descriptions and assertions in the narrative of this thesis, communicated my
interpretation and representation of this collective case ‘story’ and endeavoured to
help the reader in constructing their knowledge regarding the phenomenon
explored in this study.

Thesis structure
This thesis comprises eight chapters that are now overviewed. Chapter Two
presents a discussion of the literature relevant to the three key research areas
identified in the Values Guided Governance Model (Figure 1.1). Personal values
are defined, personal value priority evaluation discussed and factors that may
influence individual directors personal value priorities identified. The role
directors’ personal value priorities potentially play in their decision-making
within the context of their directorship role is highlighted. To provide context to
the exploration the acute health sector governance environs in Victoria is
overviewed, governance structures and theories that frame contemporary practice
and selected governance processes are identified, and the potential role of
directors’ personal values in and upon these processes is raised. Additionally,
extant research gaps identified from the conduct of the literature review are noted.
In Chapter Three, the descriptive-exploratory collective case study methodology,
mixed method data collection approach as used in this study and the selection
rationale are discussed. Data analysis methods are also identified. Specifically, the
Schwartz Value Survey (SVS) personal values measurement instrument selected
for use in this study is discussed with respect to the measurement constructs and
analysis methods. Additionally, ethical considerations are addressed.
Whilst it is acknowledged to be common academic practice to present quantitative
and qualitative data sets separately, in this thesis each of the four research
propositions are explored viewing both the quantitative and qualitative data sets
concurrently.
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In Chapter Four, results relating to the first research approach are presented.
Directors’ personal value priorities and factors influencing their value priorities
are identified.
In Chapter Five, the results for research approaches two and three are presented.
The governance frameworks directors report frame the context in which they
practice are identified. Thereafter, director selection, induction, and performance
evaluation processes are described and directors’ experiences of the identification
of their personal values in these processes related.
In Chapter Six, the results pertaining to research approach four and further
findings arising from the conduct of this study are highlighted.
In Chapter Seven the findings are discussed and the study limitations are
acknowledged. A discussion of the modified Values Guided Governance Model
(Figure 7.1) and the Values Guided Governance – Decision Distillation Model
(Figure 7.2) is also presented.
In Chapter Eight the conclusions drawn by the researcher from the conduct of this
study are presented, research contributions are identified and areas for future
research outlined.
In Chapter Nine the epilogue is presented.
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Chapter Two: Research issues identified in the literature
Introduction
The purpose of this chapter is to discuss the three major literature-derived
research issues that frame this study and jointly directed the selection of the
research purpose, question and approaches, development of the conceptual
framework and Values Guided Governance model (Figure 1.1) discussed in
Chapter One. The issues are, firstly, individual directors’ personal value priorities;
secondly, the role of directors’ personal value priorities in governance decisionmaking; and thirdly, the role of directors’ personal value priorities in and upon
board governance processes.
The chapter is structured into three main sections, each of which relate to an
identified issue. In the first section, personal values are defined and factors that
may influence personal value priorities identified. The second section provides a
discussion of the role directors’ personal value priorities potentially play in their
decision-making within the context of their acute hospital board directorship role.
Whilst the third section describes governance structures and theories that frame
Melbourne metropolitan acute hospital governing board and director practice and
selected governance processes are identified and the potential role of directors’
personal values in and upon these processes raised.

Directors’ personal values and value priorities
An individual’s values guide their thinking and actions (Rowe, Mason & Dickel,
1986) by shaping the interpretation of their personal, interpersonal, and social
environments; their perception of cohesion with other individuals and groups;
influencing their personal, interpersonal and social conduct (Francis, 2000); and
determining how priorities are established, choices are made and decisions are
reached (Sarros et al., 1999, p. 36; Westwood & Posner, 1997, p. 33). Clearly an
individual’s personal values are important, they are as Rowe and Boulgarides
(1992, p. 27) highlight “an integral part of every individual’s life and thought”.
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In reviewing the vast body of values literature and research it becomes apparent
that works originate from authors and researchers who derive from different time
periods and disciplinary origins. Accordingly, the resultant discussions emanate
from differing vantage points and can reveal marked variance in the
conceptualisation and definition of values (Braithwaite & Scott, 1991). Similarly,
empirical studies report findings that are seen to stem from different conceptual
constructs, use different values measurement instruments and derive from diverse
study populations. It was therefore imperative in conducting the review that I
establish the type of values to which a given work referred, its placement along
the historical continuum of values research (Clawson & Vinson, 1978; Munson,
1984), the conceptual perspective of the researcher, the values measurement
instrument in use and population under investigation (Braithwaite & Scott, 1991).
Notably, the absence of a common conceptualisation of values continues to be
highlighted in contemporary literature. Authors variously refer to values as being
universal, global (Blair, 2007), Australian (Gordon, 2006), American, progressive,
conservative (Lakoff, 2004), human (Aarons, 2003), gospel (Webster, 2002),
family (Burnside, 2006; Lakoff, 2004), feminine and male (Chorn, 1995),
fundamental and eastern (Zohar & Marshall, 2000) and ethical (Easton, 1999).
Empirical research has been conducted by researchers who sought to explore
individual (personal) values (Lawrence, 1997; Sarros et al., 1999; Schwartz,
1992), work values (Elizur, 1996; Elizur & Koslowsky, 2001), organisational
values (Lawrence, 1997), cultural values (Schwartz, 1992) and societal values
(Rowe et al., 1994). Notably, researchers have utilised different evaluative
methods and instruments in exploring these domains. However, whilst authors and
other researchers assert differentiation between various types of values, I contend
that each type is ultimately an expression of individuals’ personal values viewed
within a specific context or as a specific cohort.
Acute hospital board directors’ personal values are the subject of this study. The
conceptual definition of values and the instrument selected to measure an
individual director’s personal value priorities, the Schwartz Value Survey (SVS),
derive from the work of Schwartz and Bilsky (Schwartz, 1992).
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Schwartz and Bilsky however, plainly acknowledge their endeavours are built
principally upon the foundations of Rokeach’s (1968; 1973; 1979) earlier seminal
work: work that is widely regarded to have substantively advanced the
conceptualisation of values thinking and values priority measurement (Braithwaite
& Law, 1985; Braithwaite & Scott, 1991, pp. 663-664). Specifically, Rokeach
asserted that values constituted “stable beliefs concerning what is personally and
socially preferable” (Rowe & Boulgarides, 1992, p. 71), that those beliefs
transcend attitudes toward situations, that each individual has a set of values
which can be divided into norms (modes of behaviour) and goals (end states of
existence) (Rokeach, 1973), and that values can be ranked by an individual in a
hierarchical manner in line with the perceived importance attributed by the
individual to the values (Rohan & Zanna, 1996, p. 255).
Ultimately, in selecting their definition of values Schwartz and Bilsky (Schwartz,
1992, pp. 3-4) incorporated five features recurrently mentioned throughout the
values literature. Thus they define values as:
1.

Concepts or beliefs;

2.

which pertain to desirable end states or behaviours;

3.

which transcend specific situations;

4.

which guide selection or evaluation of behaviour and events; and

5.

which are ordered by relative importance.

Hence values are viewed as prioritised criteria individuals use to select and
justify their actions and evaluate themselves, other people and events rather than
as inherent qualities (Schwartz 1992, p. 1). Notably, whilst conceived of as
abstract concepts, individuals articulate their values through the use of words
that represent their personal vision and world-view. The SVS identifies 57 single
item value words, each of which represents a value concept that an individual
rates according to the significance they perceive it has as a guiding principle in
their life (Schwartz, 1992). A detailed discussion of personal values evaluation
and rationale for the selection of the SVS for use in this study is presented in
Chapter Three.
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An individual’s value priorities are influenced by their personal experiences
(family upbringing, interpersonal relationships), shared position within social
strata (sex, age, occupation), and cultural exposure (nationality, religious identity,
residential area, education) (Schwartz, 1992). Accordingly each director brings to
their directorship role their own unique “personal frame of reference” (Middleton,
1987, p. 148) and “perceptions of priority…grounded in his or her life experiences
and conditions” (Middleton, 1987, p. 147).
Notably, however, whilst numerous factors are posited to influence the
development of an individual’s personal value priorities (Easton, 1999; Schwartz,
1992), Schuller (2005) contends that individuals are not simply passive recipients
whose values are determined solely by their environmental exposure, but who
actively choose the values which guide their lives. Therefore the values which
individual directors report as being of greatest significance as guiding principles
in their lives arguably reflect both acquisition from life experiences and conscious
choice.
Hall (1995, p. 28) defines a value system as “an enduring organisation of beliefs”.
That individuals operate in the context of varied value systems, which include the
socio-cultural, organisational, professional, familial and personal is not in debate.
The role of values systems in creating individuals’ value priorities, and of
individuals’ value priorities in influencing the value systems in which they operate,
is however open to question. Research suggests an element of synergy is in play, as
individuals’ values are revealed to be both influenced by the value systems to which
they are exposed (Marino, Stuart & Minas, 2000; Rohan & Zanna, 1996) and to
influence the value systems in which operate (Sarros et al., 1999).
The role of value systems in influencing individuals’ values is the subject of
empirical research. The socio-cultural value system determines the collective
values to which an individual has been acculturated and the values framework
within which the individual operates. Individuals’ value priorities reportedly
vary between different socio-cultural contexts (Schwartz, 1992; Sarros et al.,
1999).

Such results have implications for the conduct of studies across

different societal settings as the societal value systems in which individuals
operate may vary.
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Posner and Schmidt (1993) conducted a study in the same socio-cultural context,
at different time periods in order to explore the impact of sociological trends on
individuals’ values. Their longitudinal study of managerial populations conducted
between 1982 and 1992 identified that whilst individuals within the same societal
context present with relatively enduring values, individuals’ values were sensitive
to broader environmental trends. Specifically, the results identified that
individuals were influenced by prevalent social, economic and political trends.
The influence of a change in social context on individuals’ values has also been
investigated. An Australian study conducted by Marino et al., (2000) explored
values acculturation in immigrant groups. Their study reveals that a number of
demographic factors (e.g. age of arrival, proportion of life span spent in the new
societal environment) have a highly significant relationship to an individuals’
acculturation. The researchers reported however that “acculturation does not
necessarily occur to the same extent or at the same rate for all immigrant
communities or for all members of an immigrant group” (Marino et al., 2000).
They suggested however that in a country such as Australia, which has a
substantial immigrant population, differential acculturation must by necessity be
considered in drawing conclusions about relationships under study.
Whilst this study is set in the sociocultural environs in Melbourne, Australia, in
the years 20062007, individual directors may however be from differing sociocultural backgrounds. Therefore, cultural background and years of residency in
Australia (if non Australian born) are identified as demographic factors which
may potentially impact individual directors’ personal value priorities.
The role of individuals’ values in influencing values systems is also the subject of
empirical study. Sarros et al. (1999) examined the role of individuals’ values in
influencing work environs. In their study Australian executives were asked to
describe the key characteristics of the Australian work culture, which were then
compared to a complete rank order of personal values as measured by the SVS.
Notably the personal values identified by executives as most important presented
a striking similarity to the key work culture characteristics they identified (Sarros
et al., 1999, p. 122123).
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The results revealed individuals’ personal values are reflected in workplace
cultures. The two most important values executives identified, 1) achievement
(personal success through demonstrating competence according to social
standards) and 2) benevolence (preservation and enhancement of the welfare of
people with which one is in frequent personal contact) mirrored the two
predominant characteristics of the Australian work culture the executives
reported, which were 1) egalitarian (sharing experiences and encouraging equality
amongst workers) and 2) achievement-oriented (Sarros et al., 1999, p. 123;
Schwartz, 1992, 1996).
Sarros, Densten and Santora (1999) assert that individuals’ values as measured in
the Schwartz Value Survey represent the ideal situation whilst the key
characteristics represented the real work culture and attitudinal environment. Hall
(1995, p. 31) concurs by suggesting that while values exist as ideals in
individuals’ lives, the real priority subscribed to them is reflected in their
behaviour. Certainly the results attained by Sarros et al. (1999) suggest that the
personal values which individuals report guide their lives are reflected in work
place cultures. Indeed in their study the self-reporting ‘ideal situation’ as
measured by the Schwartz Value Survey was mirrored in the reported workplace
reality. It can be postulated then that the personal value priorities which are
reported by acute health sector directors as being of greatest importance will be
reflected in their workplace culture.
Empirical studies have explored the influence of demographic characteristics on
individuals’ value priorities. Characteristics such as gender (Hall, 1995; Musek,
1990; Schwartz & Rubel, 2005), age (Musek, 1990), culture (Hofstede, 1980;
Lawrence, 1997; Marino et al., 2000; Schwartz, 1992; Sarros et al., 1999),
profession and occupation (Frick, 1995; Lawrence, 1997, p. 144; Rowe &
Boulgarides, 1992, p. 74-78) educational attainment, length of service in an
organisation (Harris, 1990), religious orientation (Devos, Spini & Schwartz, 2002;
Neumann, Olive & McVeigh, 1999) and political affiliation (Barnea & Schwartz,
1998; Devos, Spini & Schwartz, 2002; Piurko, Schwartz & Davidov, 2011;
Schwartz, 1996) have been examined.
Values research suggests that individual directors bring to their directorship role
their personal value priorities, influenced by their unique personal, shared social
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and cultural experiences. Hence demographic characteristics (gender, age, cultural
background, educational attainment, professional experience, religious belief
system and political perspective) of directors participating in the survey are
identified. Additionally, factors considered by directors to be of greatest influence
on the formation of their personal values are reported.
Notably however, studies do not present consistent findings regarding the
influence of demographic characteristics on individuals’ value priorities. By
example Struch, Schwartz and van der Kloot (2002, p. 27) highlight the
problematic nature of endeavouring to generalise from male and female “gender
differences in value importance reported in past research”. Indeed empirical
research conducted in Australia by Feather (1973) and Lawrence (1997) that
examined the influence of gender on individuals’ values reveal conflicting results.
Feather (1973) reported gender-based differences in the importance assigned to
particular values whereas Lawrence (1997, p. 120) found that gender as a variable
did not impact individual value priorities. Whilst these findings may reflect the
influence of sociological trends on individuals during the intervening period
between the two studies the results nonetheless raise questions regarding the
influence of gender on individuals’ values.
Also of note are studies conducted in the same socio-cultural context and period
that report that even given a common demographic characteristic such as gender,
individuals’ value priorities can vary according to other demographic
characteristics such as their professional group (Rowe & Boulgarides, 1992, p.
76). Whilst Rowe and Boulgarides (1992, p. 76) suggest it could be expected “that
individuals in widely different professional pursuits would have different values”
the results beg the question as to whether individuals with common value
priorities are drawn to particular professions, or individuals of the same gender in
the same societal setting exposed to different professional acculturation internalise
their chosen professions’ values.
Exploration of personal value priorities has been undertaken with professional
groups (Hall, 1995; Lawrence, 1997), executive managerial groups (Conley,
2003; Sarros et al., 1999; Rowe & Boulgarides, 1992, p. 32), community groups
(Braithwaite & Law, 1985), postgraduate business students (Guth & Tagiuri,
1965; Rowe et al., 1994, p. 88-89), undergraduate students (Schwartz, 1992),
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teachers (Schwartz, 1992), and religious orders (Hall, 1995). There are no known
empirical studies exploring the personal value priorities of governing board
directors. Two contemporary studies that explore the value priorities of
managerial executives in Australia (Sarros et al., 1999) and acute health sector
executives in the United States (Conley, 2003) however offer some comparative
opportunity.
However whilst both Sarros et al. (1999) and Conley’s (2003) studies undertook
to explore the personal value priorities of senior executives, and Conley
additionally sought to identify whether executives consider their values guide
their decision-making, neither considered factors potentially influencing
participants’ personal value priorities, or how personal value priorities influenced
participants’ decision-making. This study undertakes to extend past these earlier
works by exploring these two questions.
Sarros, Densten and Santora (1999) explored Australian managerial executives’
individual value priorities using the SVS. Executives were drawn from a broad
range of industry sectors including health. While the results were not presented in
a sector specific manner, they were nonetheless derived from a contemporary
Australian executive level population and offer a comparative reference for this
study.
Conley (2003) explored American acute health sector executives’ individual value
priorities. Specifically, her doctoral study sought to identify the “individual values
of those in executive leadership roles in acute care hospitals” (Conley, 2003, p. 9).
Participants were asked to respond to the open-ended interview question “As a
health care leader, what are your most highly regarded values by priority”
(Conley, 2003, p. 221). A total of eighteen Chief Executive, Nursing and
Operations Officers from eleven hospitals identified their values by priority. The
three highest value priorities identified by the Chief Executive Officers were 1)
honesty, 2) integrity, and 3) dignity. The Chief Nursing Officers identified their
priorities as 1) quality, 2) honesty, and 3) respect, whilst the Chief Operations
Officer identified 1) quality care, 2) cost-effective care and 3) a safe environment
for patients as their priorities.
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The highly varied nature of the participant responses attained in Conley’s study
highlighted to this researcher the unquestionable importance of providing clear
guidelines to participants about the type of values under consideration, the value
constructs and the values context. This study addresses these issues through the
use of the SVS. Specifically, the survey measures an individual’s personal value
priorities by identifying single value items and the attendant meaning to
participants, who are requested to consider and then provide a numerical rating for
each item in terms of its perceived importance to them “as a guiding principle” in
their life (Schwartz, 1992, p. 17).
Conley (2003, p. 170) additionally sought to identify whether the executives
considered their values guided their decision-making. Each participant responded
‘yes’ or ‘absolutely yes’. In light of this compelling finding the study failed to
further explore how executives considered their values influenced their decisionmaking. This study addresses this issue firstly by exploring with directors whether
they consider their directorship decision-making is influenced by their personal
values, and secondly by asking directors to specify situations in which they
perceive their personal values influenced their decision-making in the conduct of
their directorship role.

Directors’ personal value priorities and decision-making
No definitive definition of governance exists. The definition of governance
offered by Mueller (Mueller, 1981; Davies, 1999, p. 10), “governance is
concerned with the nature, purpose, integrity and identity of an institution with a
primary focus on the entity’s relevance, continuity and fiduciary aspects.
Governance

involves

monitoring

and

overseeing

strategic

direction,

socioeconomic and cultural context, externalities and constituencies of the
institution” can be equally applied to the governance of private for-profit, private
non-profit and public hospital sectors and has been selected for the purposes of
this study.
Mueller contends that such governance is delivered by the board to a range of
stakeholders, via a complex web of customs and practices which are underpinned
by a shared system of ethics (Mueller, 1981; Davies, 1999, p. 10). Unfortunately,
no simplistic singular formula of governance practice exists that ensures boards
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meet the challenge to deliver good governance. A multiplicity of governance
theories, governing board models and governance practices have evolved,
influenced by factors in the environment in which they have been developed and
applied (Garratt, 1996; Clarke, 1998). Nonetheless, there are core governance
principles that are considered to have universal application and the role of
governance viewed as being the “mechanism of authoritatively determining” the
values upheld within an organisation (Herriott, 1999, p. 53).
In evaluating governance and governing board literature and research originating
outside of Australia, critical consideration needs to be given to the trans-national
and trans-sector relevance and applicability of the conceptual definitions and
practices discussed. International and national reports on governance, the
overwhelming majority of which focus on governance in the corporate sector,
have nonetheless informed Australian governance practices (Bhasa, 2004; Davies,
1999, pp. 38-44; Tricker, 1998). In Australia, reports emanating mainly from the
United Kingdom have strongly informed and influenced corporate governance
debate and practice (Davies, 1999, p. 57). With consideration to health sector
governance it is important to identify that the United Kingdom and United States
of America health sectors differ from the Australian health sector. So whilst
reports, reviews, and research conducted in these regions are of interest and can
inform practice, recommendations are not necessarily directly applicable to
governance in the Australian health sector. Specifically, in Australia the standards
for governance and recommendations outlined in the Principles of Good
Corporate Governance and Best Practice Recommendations (ASX Corporate
Governance Council, March 2003) inform private sector governance practice,
whilst the Health Services (Governance) Act 2000 (Victorian Government, 2000)
informs public Metropolitan Health Services governance practice.
Regardless of the sector of operation, the board as a collective is legally and
morally deemed to be fully responsible and accountable for the governance of the
organisation. The board is expected to perform its role with due diligence (Bosch,
1995, pp. 91-92) and is accountable for organisational performance to a number of
stakeholders. Depending on the organisational type (i.e. public, private for-profit,
or private non-profit) boards and their directors are held accountable to Federal,
State, and Local governments, owners, shareholders, stakeholders, regulatory
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bodies and professional organisations, and the community each of which has a
vested interest in ensuring boards are held accountable (Francis, 1997, pp. 23-46).
A governing board director’s principle role is governance stewardship, a role in
which they are held fully accountable for the governance of their organisation
(Carver, 1997). Taylor (2000) suggests health service governance accountabilities
are fourfold and include commercial (net value created by services), political
(achievement of all externally imposed mandates), community (improving the
health status of population serviced) and clinical accountability (patient
outcomes). The sector of operation the acute health sector board directors serve
may however influence the relative weighting accorded to these four
accountabilities.
In the final Victorian Public Hospital Governance Reform Panel Report Cameron
identified that “boards must recognise the distinctive and more complex nature of
public sector accountability” (Victorian Government Department of Human
Services, 2003, p. 17). The increased complexity asserted being due to
accountability structures and breadth of accountability responsibility. Notably, the
multiplicity of bodies with which public sector boards require to interact are
reported to be more complex (Victorian Government Department of Human
Services, 2003, p. 17). Additionally, accountability responsibilities are reported to
be broader in the public sector. A view clearly opined by the Victorian AuditorGeneral who stated that whilst “private sector accountability relates primarily to
the bottom line. In the public sector objectives are not related to wealth creation
but achievement of a diversity of often competing goals” (Victorian Government
Department of Human Services, 2003, p. 17).
Irrespective, however, of their sector of service the charge of every director
remains the proper governance of their organisation and board, through the proper
execution of his or her directorship roles and responsibilities. Within both the
corporate (Bosch, 1995, pp. 89-107; Francis, 1997; Garratt, 1996; Hilmer, 1993,
p. 17, pp. 46-52) and health services governance (Alexander, Zuckerman &
Pointer, 1995; Deffenbaugh, 1996; Ferlie, Ashburner & Fitzgerald, 1995; Pointer
& Orlikoff, 1999; 2002) literatures numerous authors address the key roles and
responsibilities of the board, and directors.

Chapter 2 Page 25

Researchers, Pointer and Orlikoff (1999) assert that health boards have a role in
four key areas of governance. The four areas are governance functioning,
governance structure, governance infrastructure and governance composition,
each of which is now discussed.
Governance Function: decision-making
Decision-making is recognised as an important element of governance, as a key
directorship role and area of responsibility. As discussed in Section 2.2 directors
have personal value priorities that may influence the position from which they
perform their attendant decision-making responsibilities. Directors’ personal
values are contended to influence their decision-making as values represent
important concepts which underlie decision-making (Heyel, 1994).
Corporate collapses and examples of unprincipled board practice and director
conduct mar the governance landscape (Gettler & Myer, 2005; Kay & Silberston,
1995). This is despite innumerate international and national discussion papers,
reports, and legislation designed to guide and regulate governance, board and
director practice (Bhasa, 2004; Davies, 1999, pp. 33-47; Tricker, 1998). High
profile international cases (e.g. Enron, WorldCom) and Australian cases (e.g.
Bond Corporation, Estate Mortgage, HIH, One-Tel, Harris Scarfe, and NRMA
Insurance Group) are stark examples of poor governance practice. At the State
level allegations of regional Victorian health service directors acting in a
complicit manner to misappropriate funds for personal gain have raised questions
regarding

individual

director

conduct

and

probity

(Braithwaite,

2004;

Mickelburough, 2004, p. 31; Nadar & Tomazin, 2004). These cases have, given
the unethical and in some instances illegal conduct of directors, called to question
the personal values of the directors involved, and drawn attention to the
importance of the values frameworks that shape governing board cultures and
guide governing board and director practice (Buffini, 2002; Elliott, 2002; Gluyas,
2001; Harris, 2003; Hughes, 2002; Korporaal, 2005; Longstaff, 2001; McLean,
2001; Marino & Webb, 2002; Sainsbury, 2003).
The consequence of such conduct is that boards and individual directors, in not
only the private but also the non-profit and government sectors, are being
subjected to increased external and internal accountability pressures and higher
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performance expectations (Baxt, 1999; Bosch, 1995, pp. 11-12, pp. 89-90; Phillips
Fox & Casemix Consulting, 1999, p. 1). Governments, regulatory bodies,
professional organisations, industry groups and the broader community seek
improved governance standards and greater board and director accountability in
the conduct of their legal and ethical duties. This holds true for boards operating
in the Victorian acute health care sector (Victorian Government Department of
Human Services, 2003).
Schwartz, Dunfee and Kline (2005, p. 79) charge however that many of the
accountability reform initiatives target “the legal, rather than the ethical obligations
of directors” and that an emphasis on legal obligations, without proper attention also
on the critical ethical obligations of directors, will render the reforms ineffectual.
Whilst unquestionably important, regulatory attempts to legislate, monitor and
enforce the ‘hard’ visible aspects of governance structure, board process and director
practice are arguably of limited importance if ‘soft’ veiled aspects which underlie
practice such as the values culture are not also acknowledged and their significance
addressed in practice (Kerin, 2003; Useem, 2006).
Pointer and Orlikoff (1999, p. 221) assert that ultimately the quality of governance
depends on board members’ practices and behaviours. Indeed Thomas (2003)
highlights that even when legislation, regulatory standards, guiding principles, and
appropriate structures are in place the most important factor in governance is the
people who implement the processes. The key determinant of good corporate
governance is individual director behaviour. It is notable then that an individual’s
personal values determine the internal ideals which form the basis for their
external behaviour and actions (Hall & Joiner, 1992, p. 17).
While boardroom decision-making has largely been shielded from view (Useem,
2006) increased accountability pressures have provided an impetus for boards to
ensure that their decision-making is transparent and justifiable, for directors to be
able to substantiate their decisions (Management Advisory Board and
Management Improvement Advisory Committee, 1996, p. 8). This is significant
when we consider that every aspect of a board’s operation requires decisions to be
made. It would appear critical then that directors are very clear about the
foundations from which they determine their decisions. Indeed Houghton (Spitzer
& Evans, 1997, p. 197) comments on the importance of knowing the basis from
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which decisions are made offering the cautionary observation that “if you can’t tie
your decisions back to your core values, you get lost”.

This suggests that

directors should be aware of their personal value priorities and how their decisionmaking ties back to their personal values.
Essentially

directors

make

two

types

of

decisions,

programmed

and

unprogrammed. Programmed decisions are structured, routine and repetitive
choices that have discrete sequential procedural steps, for example, a decision in
which a director decides whether to ratify a budget presented by the finance
director (Leigh, 1983, p. 37). Conversely, unprogrammed decisions are
unstructured, less predictable and due to their unique or complex nature do not
lend themselves to a predetermined approach, for example, decisions related to the
development of policies (Leigh, 1983, p. 38). Governing board decision-making
may require directors to deal with both of these forms of decisions. However,
given the level and type of organisational decision-making for which a governing
board is responsible, the predominance of decisions may well be unprogrammed
(Heyel, 1994, p. 12).
There is no question that boards are legally mandated and morally accountable for
the conformance and performance of their organisation (Bosch, 1995, p. 92;
Garratt, 1996, p. 39; Hilmer, 1993, p. 17). The board is ultimately responsible for
ensuring all conformance mandates are fulfilled. If however the modus operandi
of directors is purely as ‘duty monitors’ who make programmed ‘tick the box’
decisions it can be asserted that there is little need for directors, as executive
management teams, specialist consultants and audit firms might better meet
highly specialised and proscriptive conformance requirements. Rather it is the
complex performance arena that requires non-proscriptive approaches to
unprogrammed decisions that directors are arguably essential. It is however in the
process of dealing with an unprogrammed decision that directors’ personal values
may be most challenged and values clarity in decision-making most required.
Many of the challenges faced by boards are indeed “novel, complex, and
ambiguous”, do not have a precedent and do not lend themselves to programmed
decision approaches (Barr & Dowding, 2012, p. 138). Such challenges may
present strategic or ethical dilemmas where there is a choice required between two
equally desirable or undesirable alternatives (Benjamin & Curtis, 2010, p. 4;
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Gardner, 2008; Johnstone, 2009, p. 108; Marquise & Huston, 1996, p. 470). By
example health sector directors may be faced with challenging decision situations
that require choices between service provision and meeting financial performance
targets (Hinde, 2007; Southern Health, 2004).
When faced with decision challenges directors may be guided by legislative
proscriptions, industry regulations and policy guidelines. However, complex
decisions may require personal value judgments be made above and beyond
legislative or standards requirements (Gardner, 2008; Marquise & Huston, 1996).
As individuals’ values guide their value judgments the importance of the personal
values guiding directors’ judgments is highlighted (Heyel, 1994, p. 2).
Directors make decisions that involve the allocation of finite resources and
subsequent accountability for the prioritisation and use of these resources
(Marquis & Huston, 1996). In order to make such decisions directors operating
from their position of organisational stewardship may need to weigh up
potentially competing personal, organisational and stakeholder values regarding
the optimal course of action (Carver, 1997).
Consequently, during the decision process decision-makers can experience both
personal and interpersonal conflict (Marquise & Huston, 1996). Schwartz (1996,
p. 2) asserts that “it is in the presence of conflict that values are likely to be
activated, to enter awareness, and to be used as guiding principles”, whereas in the
absence of conflict individuals’ “values may play little role in behaviour”, draw
no attention, and habitual responses suffice (Schwartz, 1996, p. 2). It can be
suggested then that in an instance of conflict personal values clarity may assist
directors in their decision-making.
Strategic decision-making is a key area of directorship responsibility. Directors
are ultimately responsible for defining the strategic direction, determining the
strategic objectives and overseeing the implementation of and evaluating an
organisations’ strategic process. Indeed directors have become increasingly
vigilant in monitoring strategic outcomes due to increased accountability
requirements (David, 1991, pp. 235-236; 2010).
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Directors are required to make important and often far-reaching strategic
decisions on behalf of the organisation. Directors are responsible for a)
determining the strategic direction of the organisation through the identification of
the organisation’s fundamental values and the goals and aims which arise from
them, and b) assuring the organisation has an effective strategic decision process
by which the organisation’s resources are allocated, in order to realise its values
within the constraints of its environment (David, 1991, p. 236, 2010; Churchman,
1968; Rowe et al., 1986, pp. 11-120).
Essentially, directors are responsible for overseeing the “decision process that
conjoins the organisation’s internal capability with the opportunities and threats it
faces so that its values are realized” (Rowe et al., 1986, p. 11). Strategic decisions
are a means to achieve organisational values as an end. Rowe et al. (1994, p. 101)
assert two major factors affect organisational strategic decisions; a) the ethical
norms of the society in which the organisation operates; and b) the ethical
principles of the organisation’s leaders.
Alexander and D’Aunno (Alexander & D’Aunno, 1990, p. 81; Beekun & Ginn,
1993) concur with the first point, noting that the choice of strategic direction by a
health sector organisation should be considered in the context of the wider system
of values, beliefs, and norms in which the organisation is embedded. Rowe et al.
(1994, p. 101) shed light on the second point when they note that personal ethics
are inseparable from the values that guide individuals. Thus directors’ personal
values can be argued to play a role in organisational strategic decision-making. In
fact Andrews asserts the strategic decisions that individuals make reveal the
“values and ethical principles to which they subscribe” (Andrews, 1989; Rowe et
al., 1994, p. 101).
As individuals’ values are linked to strategic decision-making, it is contended that
directors’ personal value priorities potentially influence their selection of strategy
direction and prioritisation, with attendant implications for an organisation and its
stakeholders. Exploration of directors’ personal values is therefore considered of
relevance to governing board strategic decision-making.
Additionally, directors’ personal values are of relevance to ethical decisionmaking. Directors are expressly called upon to act as role models, to “actively
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promote ethical and responsible decision-making” (Australian Stock Exchange,
2003, p. 25-28). Greenleaf (2002) contends that directors are responsible for the
ethical leadership and creation of an ethical culture in an organisation
(Management Advisory Board and Management Improvement Advisory
Committee, 1996, pp. 5-7). Francis (2000, p. 13) asserts that “without ethical
leadership there will be no ethical following” and that through their demonstrated
commitment to and execution of ethical governance conduct directors set the
ethical tone of the organisation (Francis, 2000, p. 10), that the tone directors foster
by example and action through their own ethical conduct is central to shaping the
overall ethical environment of the organisation (Schwartz et al., 2005).
Individual directors and the governing board as a whole are responsible to ensure
ethical standards are maintained. Ethical standards may be enhanced and
supported through the development and use of ethical codes which define
“explicit codes of conduct as well as value systems” (Francis, 2000, p. 50).
Schwartz et al., (2005, p. 79) assert that codes of ethics frameworks should be
based on the inclusion of “universal core ethical values” such as honesty,
integrity, loyalty, and responsibility. Notably, the values honesty, loyalty and
responsibility are included in the Schwartz Value Survey, whilst integrity is not.
While the exact reason for the exclusion is unknown, the values honesty and
integrity may have been considered so closely aligned that they represent the same
value type.
Organisational ethical codes which clarify expectations of, and guide individuals
toward ethical conduct have evolved since the 1960s (Wood, 1997). The
development of ethical codes designed specifically for governing board
members is however a recent trend. Ethical codes are intended to guide directors
in their decision-making and behaviour on matters such as confidentiality,
conflict of interest, and reporting of illegal or unethical behaviour (Schwartz et
al., 2005, p. 89; Australian Stock Exchange, 2003, p. 28). Having a code in and
of itself however is not enough, directors must commit to the code and their
conduct align with values identified in the code. Directors who steward the ethical
leadership of the organisation are responsible to enact and enliven such values.
Ethical codes can guide individuals. Ultimately however ethics is a private matter,
the responsibility of the individual (Francis, 2000, p. 67). Individual directors are
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responsible for making personal decisions that are ethical. It must however be
acknowledged that real life can be ‘messy’, decision-making situations may be
complex and challenging and ethical decisions are not necessarily easy or even
obvious (Badaracco, 2002; Barr & Dowding, 2012, p. 138; Bass, 2005). Yet,
Andrews (1989, p. 100) asserts it is when situations are “clouded by ambiguity,
incomplete information, multiple points of view and conflicting responsibilities”
making ethical decisions is dependent upon the decision-making process itself and
the decision maker’s experience, intelligence and integrity.
Individuals’ personal values are reported to influence ethical decision-making.
Fritzsche (1995) conducted an empirical survey examining the role of personal
values in ethical decision-making. Using ethical scenarios he explored the
relationship between personal values and the ethical dimension of an individual’s
decisions, demonstrating different value sets appear to promote ethical behaviour
in different types of ethical dilemmas. Individuals’ personal values are also linked
to individual ethical decision-making behaviour in health care. Individuals are
reported to differ in their decision-making responses to ethical dilemma scenarios,
on the basis of their belief in absolute as opposed to relative values, and relative to
a religious faith affiliation (Neumann, Olive & McVeigh, 1999).
The findings of the Fritzsche (1995) and Neumann, Olive and McVeigh (1999)
studies are of interest and highlight the potential importance of directors’ personal
values in ethical decision-making. It is argued however that the use of decision
scenarios fails to acknowledge the multifaceted complexities of ethical decisionmaking in context, potentially limiting identification of the means by which
individuals actually deal with decision challenges in context. Data collection
methods selected for this study, which include requesting open ended responses
and interview responses, address this limitation by seeking information directly
from directors about ethical decision challenges they may have encountered and
how decisions were attained.
The context of director decision-making
Health care does not operate in a vacuum, and what occurs must be viewed in the
broader context, in the light of changes in the value paradigms operant in societal,
political, health care market and organisational systems. Accordingly, individuals
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who operate in health care do not operate in isolation, and similarly, their practice
must be viewed in the context of these dynamic systems (Jones, 2001; Laughlin,
1991; Wynne, 2003). As Middleton (1987, p. 141) argues a governing board is a
“part of both the organization and its environment” hence directorship practice
must be viewed in the context of both the specific organisation served and its
broader operant environment.
Gomez and Korine (2005) stress that the collective values of a society create the
context within which markets, organisations and individuals who lead
organisations must operate and make choices. Notably, the renowned
anthropologist Sorokin (Rowe et al., 1994, p. 90) argued that societal values
reflect a society’s dominant socio-economic pattern. Saul (1997) however notes
that the dominant socio-economic pattern and underpinning values may be so
ingrained in the culture, so all-encompassing, that individuals may not be
consciously aware of, let alone, questioning of the paradigm.
Fischer (1980, p. 73) states that the political context, and thus dominant political
paradigms which guide political decisions regarding fundamental values, establish
the framework within which all subsequent reasoning about goals takes place.
Similarly, Wynne (2003) asserts that to understand health care one must
understand the prevailing paradigms and the attendant values operant in the health
care sector. Marketplace values and social justice values are identified as the
predominant value paradigms framing the health care sector (Sen, 1999; Howe,
2002; Webster, 2002; Wynne, 2003).
Organisations are argued to be influenced by the institutional environment.
“common institutional pressures result in organisational forms and practices in
particular organisational fields converging or becoming isomorphic” (Edwards &
Cornforth, 2003, p. 81). DiMaggio and Powell (DiMaggio & Powell, 1983, 1991;
Edwards & Cornforth, 2003, p. 80-81; Lawrence, 1997; 1999) distinguish three
forms of isomorphic pressure that may be exerted on an organisation and hence its
board. These are normative, coercive and mimetic pressures. Normative pressures
stem from wider influences such as social norms and values transmitted through
socialisation. Coercive pressures arise from other organisations that have the
authority to impose rules. Mimetic pressures arise through a desire to copy other
organisations perceived as successful.
Chapter 2 Page 33

Hence, isomorphism as a response to environmental and organisational pressures
can assist in understanding changes in board structures and activities (Alexander,
Weiner & Bogue, 2001; Swartz, 1998). No known research however appears to
have considered the influence of such pressures on directorship decision-making
practice. It is nonetheless apparent that not only board structures and activities
might be affected, but also that the board directors may be sensitive to and their
decisions potentially influenced by normative, coercive or mimetic pressures.
The prevailing value paradigms in which individuals operate create the decision
frameworks in which decisions are debated and made. These paradigms represent
value ideas that are internalised, mental models (O’Brien, 1998, p. 6-8) that frame
individuals’ understanding and provide shared frameworks of interpretation
(Wynne, 2003). Notably, individuals espousing the prevailing paradigms are
likely to be selected for and appointed to positions of power and hence perpetuate
them (O’Brien, 1998, p. 8; Wynne & Armstrong, 2003). The organisational and
acute health sector environments that frame directorship practice are now
discussed.
The Melbourne Metropolitan Acute Health Sector
Three important issues identified in the health sector literature are economic
trends, value paradigm tensions and health sector governance trends.
Economic trends
Wynne (2005) asserts that despite considerable counter challenge with respect to
the applicability of market theory to health care, politicians are imposing the
marketplace model and solutions viewed favourably by economists on health care
systems across the globe. The resultant trend toward corporatisation,
commercialisation, economic rationalisation and privatisation in the health care
sector is clearly identified in the Australian health sector (Herzlinger, 2007;
Perrott, 2005; Wynne, 2004, 2005; Young, 2004).
The application of market theory is not however isolated to health care, many
services previously regarded as being the sole domain and responsibility of
government (telecommunications, public transport services, energy services) have
undergone privatisation. Individuals operating in such ‘morphed’ enterprises
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highlight that the privatisation path can prove difficult, particularly when the
organisation shoulders expectations of being not only commercially competitive
and financially successful but also for being an instrument of social policy. Indeed
Ward (2007) highlights that challenges can arise due to having to engage with a
multiplicity of stakeholders and the sometimes conflicting nature of such
stakeholders’ aims.
The trend toward the corporatisation and privatisation of health services has been
most conspicuous in the northern states of America. Other countries such as New
Zealand and Canada started on this path but are noted to be reviewing and
rejecting earlier market based reforms (Wynne, 2000, 2000a). In Australia, the
corporatisation and privatisation trend in the acute health sector is apparent in
respect to private for-profit service provider entry and expansion into the market
and the formation of public-private partnerships.
Additionally,

increased

competition

in

economic

markets

has

forced

rationalisation in an array of service sectors (airlines, health insurance), including
the health sector. Throughout the last decade economically necessitated hospital
closures, mergers, mutual and forced acquisitions are testament to this trend in the
Melbourne metropolitan acute health sector. It is, however, within the private forprofit sector that the rapidity of rationalisation and market concentration through
buy-out and acquisition is of greatest note. Private for-profit hospital care is a
relatively recent phenomenon in Australia, the emergence and growth of which
can be seen to have occurred from the 1980s (Wynne, 2004, 2005a). Whilst
providers proliferated during the last 30 years, this situation has now altered in
response to economic and market pressures so that the predominance of the
private for-profit market ownership is concentrated with two dominant groups.
The economic climate and attendant paradigms have arguably driven
organisations to seek to mimic ‘successful’ organisations (Edwards & Cornforth,
2003). The reported uptake of private sector values (Steane & Christie, 2001) and
private sector practices such as the commercialisation of services, outsourcing,
and competitive tendering by health care organisations that are strongly motivated
toward activities which reduce costs and supplement traditional revenue streams
(Nichols, 1997; Young, 2004) are argued to have blurred traditional public and
private sector boundaries. Such changes that arguably result in the blurring of
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traditionally depicted pristine sectoral boundaries have implications for health
sector governance (McCarthy, 1998).
Value paradigm tensions
Health spending is growing faster than both inflation and economic growth, and at
$8 billion per annum already accounts for 9.7% of gross domestic product – a
situation that raises genuine questions about how health expenditure will be met in
the future and flags the possibility that sustainability will require cost containment
(Australian Institute of Health and Welfare, 2005; Australian Institute of Health
and Welfare, 2007; Stafford, 2005).
Stafford (2005) highlights factors such as the rapidity of technological and
pharmacological advancement that may enhance longevity but not necessarily
quality of life, increased service complexity and demand, and demographic trends
such as the ageing population as all contributing to the escalation in health care
costs. The foreseeable impact of such factors has created a heightened
consciousness of the escalating costs of medical care and has placed health service
funding matters squarely on public and political agendas (Nichols, 1997, p. 70).
Such concerns have raised questions such as how much care, for how many,
funded by whom, and how? Whilst the broader public appear to have ‘on demand’
expectations of health services, and support in principle the notion of universal
health care as a matter of social justice, Nichols (1997, pp. 70-71) asserts that
changes in the social environs have created a situation in which individuals have a
reduced capacity for the care of others. This has translated in the broader
community to an apparently fading conviction to universal health cover and
resulted in debate about how much public responsibility is justified and the cost
such responsibility ought to incur.
Disparate views on to how to deal with health care inflation, providers and
consumers have resulted in the two dominant Australian political parties having
different policy positions with respect to the balance between universal public
health care and private health care subsidisation, funding and health service delivery
models (Stafford, 2005; Nichols, 1997, pp. 70-71). Each, however, is charged with
supporting, in principle, reform through market systems (Wynne, 2005).
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Changes in the health sector market have however created tensions. Traditionally,
within western democratic nations the provision of health care has been viewed
from the philosophical position of being a “common good based on shared
community values” (Wynne & Armstrong, 2003, p. 1). In line with the JudeoChristian tradition it has been seen as a “Samaritan service offered by the
community to citizens in need regardless of their status or circumstances” (Wynne
& Armstrong, 2003, p. 1), a “value-based social service” (Wynne & Armstrong,
2003, p. 2). In this light health care has been regarded as a significant portfolio of
public responsibility, with the predominance of hospital care provided within a
government-funded system. In addition there has also been a long tradition of
church and community groups providing private non-profit hospital care (Nichols,
1997, p. 72). The advent of commercial private for-profit hospital ownership by
corporate groups is, in contrast, a recent occurrence in Australia.
The values that underpin the mission of church and public organisations are
argued to be different from those of marketbased organisations (Nichols,
1997). Christian religious organisations are reported to hold to gospel values
such as love, compassion and justice, and mercy for the poor in the community.
It can be contended that the historical roots of secular public organisations have
a similar community service origin and are not dissimilar in orientation. In
contrast, market values which frame marketoriented organisations include
accountability, effectiveness, efficiency, best value, the consumer, and the
individual (Webster, 2002).
The applicability of the market model and attendant values to the health sector is
not without challenge. Wynne (2003, Marketplace ideology, para. 1) asserts that
marketplace ideology is “set in stark conflict with traditional social
understandings and our sense of mutual responsibility and community”. Critics of
the model charge that health care, ostensibly a humanitarian community service,
should not be turned into a marketable product in which patient and broader
community interests are secondary to venture capitalists, financial institutions and
the share market (Herzlinger, 2007; Wynne, 2000b, 2003, 2005, 2005b).
Henry (2000, p. 13) criticises the adoption of marketplace ideology as “it
embodies a new value system that severs the communal roots and Samaritan
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traditions of hospitals”. Indeed, Wynne (2003, 2005b) argues that the application
of market forces to health care is incongruent with the reality of the context, that
applying notions of genuine supply and demand, service providers and customers
and customer choice is fundamentally flawed.
These matters have not gone unnoticed. The Romanow Report 2002 (Romanow,
2002), the product of a Canadian royal commission, challenges the market-based
Australian path. The report established that “the encroachment of the competitive
market system brings conflicting and inappropriate values into the health system”
and recommended moving away from competitive market solutions toward
integrated care based on values (Wynne & Armstrong, 2003, p. 6).
The question of upon whose values care should be based is raised for
consideration by the Report’s recommendation. Currently in Australia health care
policy development is the domain of individuals serving Federal and State
Governments and attendant Health Departments. Directors are responsible for
interpreting and implementing existent government policies and subsequently
determining policies within their respective organisations. Yet other paths are
identified. The Oregon Health Plan sought to engage community members in
health care policy debate and give recognition to the importance of incorporating
community values and using values-based decision-making as the foundation for
setting health care priorities and health care policy development.
The state endeavoured to meet health system challenges by asking citizens to
identify their underlying core values about health care and incorporating these
into health system reforms. Community values, elicited through extensive
consultation with individuals in the community, were used to formulate health
care priorities, guide health care policy, health care service funding, resource
allocation and service decisions (Garland, 1991, 2001; Garland & Oliver, 2004;
Oregon Health Services Commission, 1991).
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Governance changes
The Victorian acute health sector in which directors operate has, with changes of
government, undergone a number of major restructures as a result of philosophical
shifts (Victorian Government Department of Human Services, 2003). Governance
arrangements in Melbourne metropolitan acute health sector organisations have
concurrently undergone significant change with both the public and private
sectors being impacted (Phillips Fox & Casemix Consulting, 1999). Surprisingly,
given the breadth and rapidity of change it is noted that there has been limited
discussion and research (Phillips Fox & Casemix Consulting, 1999).
In the public sector a change in State Government led to the commissioning of the
Health Services Policy Review Discussion Paper (Phillips Fox & Casemix
Consulting, 1999) which recommended that “consideration should be given to the
development of measures to enhance the capacity and accountability of boards of
all public statutory bodies” (Phillips Fox & Casemix Consulting, 1999, p. 1). To
this end a Health Services Policy Review Report, subsequent Ministerial reviews
and reports, and legislative changes ensued (Appendix 2.1).
On the basis of recommendations in the Health Services Policy Review Final
Report a Ministerial Committee was formed by the Victorian State Government to
oversee a review of Victorian Healthcare Networks (Acute Health Division,
Department of Human Services Victoria, 1999). The committee was charged to
submit a report on a number of matters including the optimal future configuration
and governance arrangements for metropolitan hospitals. It was clearly stipulated
that such advice must be consistent with current State Government policy. The
report provided such guidance and resulted in the Health Services (Governance)
Act 2000 and formation of a Public Hospital Governance reform panel.
Additionally, Healthcare Networks instigated by the previous state government,
the development of which had altered preceding governance arrangements, were
disbanded and 12 Metropolitan Health Services were created. In addition two
denominational Health Services were created, each being a private non-profit
organisation that contracted to the government to provide health care services to
public patients.
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In recognising that public hospitals are the recipients of substantial government
funds and required to operate in line with government legislation, the importance
of such legislation must be acknowledged. Legislation, such as the Health
Services (Governance) Act 2000, allows the government of the day and
specifically the Minister for Health to exert influence on the structure,
composition, function, and operational elements of public hospital governing
boards.
Organisations in the private for-profit sector, some of which are listed companies
have required to make corporate governance changes as a result of legislation
such as CLERP 9, and directives from regulatory bodies such as the Australian
Stock Exchange (Australian Stock Exchange, 2003). Private non-profit
organisations, a number of which are incorporated companies limited by
guarantee, have similarly had to comply, or consider the relation to and value of
mirroring such governance changes.
Health care organisation: value paradigms
The Melbourne metropolitan acute health sector comprises both a private and a
public sector. The private sector comprises two sub sectors: the private non-profit
sector and the private for-profit sector. Differences in ownership group, legislative
status, service provision, patient populations, funding sources and capital
distribution arrangements are noted between organisations operating in the three
sectors. The historical origins, stakeholder groups, self-determination in respect
to service provision, and market exposure vary between organisations
(Appendix 2.2). Notably, recent health sector research highlights that
“depending on the institution’s mission” there may be substantial differences in
the way “for-profit and not-for-profit and government institutions handle
governance issues” (Shinkman, 1998, p. 44). The role of values in guiding
governance practice and policy also differs (Young, 1993).
Private for-profit (PFP) hospitals are privately owned and funded organisations
(which may be Australian Stock Exchange listed companies) that provide
inpatient services to patients with private health insurance. Follow-up services are
provided at private consulting suites or clinics. A private for-profit (PFP) board is
responsible for the overseeing the operation of either a stand-alone or group of
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hospitals on behalf of the private ownership group. The ownership group appoints
both the directors and Chair of the board.
PFP hospitals derive their income from funds received from health insurance
companies and individuals (Australian Institute of Health and Welfare, 2005).
They do not receive direct government funding, however funds may be provided
for services contracted with the state government in which public patients receive
services in a private facility. Any annual revenue surplus is proportionally
distributed, a portion being retained by the ownership group for capital works and
service enhancement and a portion being returned to shareholders in the form of
dividends.
Private non-profit (PNP) hospitals are privately owned and funded organisations
that provide inpatient services to patients with private health insurance.
Followup services are provided at private consulting suites or clinics. A private
non-profit hospital board is responsible for overseeing the operation of either a
stand-alone or group of hospitals on behalf of the ownership group. The
ownership group appoints both the directors and Chair of the board.
PNP hospitals derive their income from funds received from health insurance
companies (and other insurance providers related to workers compensation/third
party motor vehicle) and individuals (Australian Institute of Health and Welfare,
2005). They do not receive direct government funding, other than in instances of
specified services contracts or public-private partnership agreement. There are no
shareholders and any annual revenue surplus is retained by the ownership group
for reinvestment in capital works and service enhancement (Epworth, 2005).
Public hospitals are owned by the State Government on behalf of the people of
Victoria, and provide in-patient and outpatient services to the general public. A
Metropolitan Health Service (MHS) comprises a group of public hospitals located
within a defined metropolitan area, and overseen by a single board whose
directors are appointed by the Victorian Government Minister for Health, and the
Chairperson is appointed by Cabinet on the recommendation of the Minister.
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MHS funding, principally from Commonwealth and State Governments, is
allocated according to patient numbers, care categories provided, capital works,
equipment, and biotechnology grants (Australian Institute of Health and Welfare,
2005). Additional funds may however be generated from pharmaceutical company
research, granting bodies, health insurers for the provision of services to privately
insured patients, staff physicians operating private clinical facilities within the
institution, and philanthropic donations. Any annual revenue surplus is
recoverable by the Department of Human Services.
McFarlan (1999) highlights the essential differences between the governance of
organisations operating with a for-profit as opposed to non-profit focus. For-profit
organisations seek to increase market capitalization through services and products
and measure success through financial performance evaluation. Non-profit
organisations strive to deliver services to key constituencies and measure success
by evaluating financial performance balanced with other measures. Thus genuine
differences are posited to exist between for-profit and non-profit sector
organisations with regard to their respective missions and attendant measures of
success.
Directors must ensure the fiscal viability (liquidity or profitability) of their
organisation whilst retaining mission alignment. Private for-profit boards are
required to fulfil their mandate to ensure the profitability of the organisation. A
private for-profit board’s primary responsibility is to meet shareholder expectation
of profit maximisation and proportional distribution.
Interestingly, surplus maximisation is not seen as an anathema in the private nonprofit sector. Indeed sector and maxim are not mutually exclusive as many nonprofit boards seek to accumulate surpluses on the basis that this contributes to
enhancing service provision for social benefit, thereby furthering their
organisation’s mission (Chang & Tuckman, 1990; Tuckman & Chang, 2006;
Young, 1993). Arguably for a governing board to pursue profitability a level of
market responsiveness, flexibility and selectivity in service provision is required.
Profit maximisation is however not the mandate of public sector boards. Public
sector governing boards are required to remain within a predetermined budget
whilst providing services and meeting demands over which there is an element of
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costing unpredictability (Ashburner, 1997). Hence, the fiscal performance
mandates in the private sector and public sector appear markedly different.
Financial performance is only one measure of success, and the mission of the
organisation may require consideration of other measures. This is asserted to be
the case in the non-profit sector where, being values-based, the expression of
values is seen as equally or more important (Young, 1993; Jeavons, 1993). O’Neill
and Young (O’Neill & Young, 1988, pp. 3-4; Jeavons, 1993, p. 55, p. 73) assert that
the way to understand differences between business, government and non-profit
organisations is that activities conducted by business and government organisations
are instrumental to achieving their overall objectives, whereas for non-profits the
service, cause or constituency is the primary concern. The driving values, moral,
ethical or spiritual are not simply instrumental to the achievement of other ends, not
subservient to or overridden by the financial or political bottom line.
The mission of an organisation is directed by the values of the organisation. In turn
the mission should direct all organisational decision-making. Indeed organisational
values direct the vision and mission, inform the strategic direction, and additionally
shape the culture and frame the ethical environs of the organisation (Rowe, Mason
& Dickel, 1986; Rowe et al., 1994, p. 87).
Hall and Joiner (1992, p. 5) forward the notion of values-based organisations
which are “clear about what they stand for” which understand their core values.
They contend that “at the core of every organisation are its values” and that the
values underpin the vision and mission of the organisation, which in turn direct
strategies to be implemented via goals and aims (Hall & Joiner, 1992, p. 5).
Organisations however are not beings in their own right able to be clear about
what they stand for. It is a mistake to discuss organisational values in a manner
that anthropomorphizes an organisation. An organisation does not per se have
values; rather the individuals who comprise the organisation have values.
Individuals must enliven organisational values. Individuals who operate from an
individual value perspective within a framework of stated organisational values.
An acute health sector organisation’s values statement articulates the values of the
organisation.
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Thus value-driven people (Covey, 1992) operating a values-based organisation
(Hall & Joiner, 1992) is in this researcher’s opinion a more accurate conceptual
notion. Directors are perceived to be value guided individuals charged through
their organisational leadership and decision-making role with the responsibility of
ensuring that articulated organisational values are incorporated into and enacted
through organisational policies and strategy directives. Indeed directors are
posited to be the guardians of an organisation’s values (Alexander, Zuckerman &
Pointer, 1995a; Carver, 1997), the primary strategists and protectors of the vision
and mission (Abbey & Hagele, 1998).
Abbey and Hagele (1998, p. 26) identify the importance of a health sector
organisation’s mission and values in a rapidly changing health care market
asserting that “in a market full of unknowns, it is essential that health care
organisations have a core ideology that places their mission at the centre of all
decision-making. Core ideology is the one constant to be counted on in times of
change. It is an organisation’s values, its fundamental reason for existence, and its
guiding principles, that will never be compromised – even for financial gain” or
sacrificed on the altar of “short-term expediency” (Collins & Porras, 1994, p. 73).
The decisions directors face may by necessity require a trade-off between
economic activity and service provision, between instrumental performance and
expressive values. Such trade-offs, by their very nature, may require difficult
strategic and ethical decisions to be made which may not necessarily satisfy all
stakeholders (Frumkin & Andre-Clarke, 2000, p. 159). Such decisions have the
potential to create challenges for individual directors who are the custodians of the
organisational values and mission but who also have to deal with the harsh reality
that there are upper limits on public health expenditure and finite limits on
efficiency gains in health services. Nonetheless both strategic and ethical
responses must be dictated by the organisation’s mission and congruent with the
underpinning values.
However, O’Brien (1998, p. 5) highlights that values can serve as “central
organising principles” that can help in deciding “how to address complex situations
and problems”. Notably, a mission based decision-making model, in which the
mission and the values upon which it is based are used as the reference point for all
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board decision-making, is noted to be used by one Melbourne metropolitan acute
health care organisation (Sisters of Charity Health Service, 2006).
It should be highlighted that an organisation’s values, vision and mission
statements, and strategic goals and aims which subsequently emanate, do not
appear from the ether of their own accord. If as Hall and Joiner (1992, p. 17)
suggest “individual value choices underlie corporate values” the importance of the
value priorities of the individuals responsible is apparent. O’Brien (1998, p. 5)
asserts that an organisation’s values should reflect universal human values as it is
humans who live these within the organisation.
Values statements may reflect the philosophy and mission of the organisation’s
original founders or current ownership group. Alternatively in order to enhance
engagement and commitment, organisations may review and renew the values
statements. Indeed a Melbourne Metropolitan Health Service board determined
that the inclusion of individuals’ values in the development of a new values
statement was of such critical importance that extensive consultation was
undertaken across all levels of the organisation to identify and ensure
representation of the personal values of greatest importance to all staff
(Melbourne Health, 2006).
The values selected are important as they create the framework in which all
organisational decision-making occurs. Considerable variation exists in the value
statements adopted by Melbourne metropolitan acute health organisations. Some
identify a number of singular values to which they subscribe, others identify
singular values and then expand upon these with a related statement or group of
statements, others have created hybrid statements (values/vision/mission) which
appear to list aims of intent, referring in a generic manner to universal health care
and service provision goals.
Weiner (1990) asserts that health service organisations have an overlying set of
‘motherhood’ values to which individuals operating in health care subscribe, for
example, provision of quality care and a commitment to the provision of
excellence in the delivery of health care services to individuals receiving care at
their facility. That these are conceived as values as opposed to service goals is
challenged by the researcher. Nonetheless it is apparent that regardless of the
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sector such sentiments are held as true, to which no director would deny to be
committed. Yet, even where similarities exist interpretation of such values may
differ, the expressive dimension, how values are ‘lived’, may be different. It is
how values in health service organisations “walk the corridors” that matters
(Sisters of Charity Health Service, 2006, p. 14).
A director’s personal values are not posited to change as they walk in and out of
an organisation. Personal values identified on the SVS such as being honest
(genuine, sincere) and ambitious (hardworking, aspiring) arguably remain stable.
However the ability to express personal values such as being helpful (working for
the welfare of others) (Schwartz, 1992) may be relative to the context of the
organisation. Wilst (2006) asserts that even if directors value altruism, and are
altruistic in their own life, in a corporate role they are required by law to
maximise benefit to the company’s shareholders. Today’s ‘professional director’
may serve organisations across the public, private for-profit and private non-profit
domains, and therefore the frameworks in which directors operate are considered
important as the expression of personal values may be influenced by the context
in which directors operate.
The evaluation then of governing board directors’ reported congruence between
their personal values and stated organisational values may not reveal differences
between health sector organisations. Rather, differences in values priorities are
considered more likely to be revealed through the exploration of directors’
personal value priority profiles and the shared values of directorship groups.
Francis (2000, p.78) identifies the possibility of value system differences between
organisations. By extension the question of value system differences between
different organisation’s governing boards is raised. Rohan and Zanna (1996, p. 255)
suggest the measurement and comparison of individuals’ values systems provides a
way to conceptualise “general similarities and differences” between individuals and
groups of individuals. The Schwartz Value Survey (Schwartz 1992) permits
identification and description of an integrated universal values system across
diverse populations (Rohan & Zanna, 1996, pp. 255-257). Arguably then the
measurement of directors’ value systems provides the opportunity for comparison
of similarities and differences between directors and the boards they serve.
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The value system, the “shared values” held by individuals within a group are
believed to be a fundamental element in the determination of an organisation’s
culture (Posner, Kouzes and Schmidt, 1985; Wiener, 1988, p. 534). Indeed values
are argued to form the core of organisational culture (Deal & Kennedy, 1982;
Hofstede, 2001). In their Australian study researchers Kabanoff and Waldersee
(1995) determined that organisations could be grouped into value structure
categories based on their representative strength of nine values. Significantly,
their results suggested the existence of interpretable organisational cultures and
participant’s preference for given organisational cultures. Their results suggest
that individuals select to work in organisations in which they feel a sense of
shared values, organisations that have core cultural values they perceive align
with their personal values.
Hall and Joiner (1992) stress the importance of values alignment, the need for
shared visions based on common values. The cohesiveness and operational
effectiveness of the board and potentially the organisation depend on such
alignment. Notably, shared values, where board members have the shared belief
that all decisions must be guided by the vision and mission of the organisation,
and effective decision-making, where the board is able to reach a consensus for
mission and vision driven strategic action based on such values, are two of seven
critical governance success factors (American Hospitals Association and Ernst &
Young, 1997, p. 63).
Individual directors should ideally have a strong sense of shared values with their
board colleagues and a sense of ‘fit’ with the values and culture of the
organisation. Research has called to attention the importance of shared values
(McDonald & Gandz, 1992) and identified that shared values are related “to self
confidence in understanding personal and organisational values” (Posner, Kouzes
& Schmidt, 1985, p. 298). In order to develop such understanding directors need
to be provided with appropriate reflection and clarification opportunities.
Opportunities to enhance individual awareness of and alignment between their
personal values and organisational values present via selection, socialisation
(induction) and appraisal processes each of which ostensibly channel and
reinforce cultural values (Tichy, 1983; Mason, 1996, p. 121). Selection, induction
and performance processes are discussed following.
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Directors’ personal values and governance frameworks
The McKinsey 7-S framework identifies seven interconnected elements are
operant in excellent organisations. Three elements, structure, systems and
strategy, are identified as key supporting frameworks, the “hardware” of success
(Peters & Waterman, 1984, pp. 9-11; Kotler, 1991, pp. 55-57). Four elements,
shared values, staffing, skills and style, are identified as the “software” of success.
Arguably these are similarly elements of excellent acute health sector governing
boards. Section three discussed strategy, shared values and style (culture).
Governance structures and the systems that determine board staffing and skills are
now addressed.
Directors operate within dynamic organisational and governing board systems
comprising complex networks of people and processes (Weiner, 1990, pp. 190191). Covey (2004) asserts that structures, systems and processes have no
freedom to choose their design. Rather individuals design programs and program
results reflect their design; that “the very principles that people have built into
their value system are the basis for designing structures, systems and processes”,
that in essence individuals’ principles and core values shape structures, systems
and processes (Covey, 2004, p. 235). Directors are responsible for ensuring
appropriate governance frameworks are in place (Pointer & Orlikoff, 1999). It can
be contended then that directors’ values may influence the design or selection of
governance frameworks (structures, systems and processes) in which they operate.
Therefore existent acute health sector governance frameworks are explored in this
study. Pointer and Orlikoff (1999) suggest governance frameworks may be
viewed in terms of structure, infrastructure and composition each of which is now
discussed.
Governance Structure
Cultural philosophies are guiding beliefs, the roots from which behaviour grows
(Davis, 1984, p. 4; Mason, 1996, p. 107). Empirical research highlights the
importance of individuals’ philosophies. Boyatzis, Murphy and Wheeler (2000)
established a significant association between individuals’ operating philosophies
and their demonstrated behaviour. The operating philosophy is proposed to
provide a link between an individual’s values and their behaviour. Indeed, they
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suggest “examining a person’s philosophy or at least their operating philosophy is
needed” to discover links between their values and demonstrable behaviour
(Boyatzis et al, 2000, p. 7).
Governance models align with philosophical positions on the values and activity
emphasis of an organisation (Weiner & Alexander, 1993) and governance theories
on the role of the governing board (Clarke, 1998). The value orientations and
activity emphasis which directors identify most accurately reflects their
organisations’ governance model is argued to reflect the philosophical context in
which directors practice. The board role selected by directors is argued to reflect
the directorship philosophy from which they operate. Thus governance models
and theories framing board practice are explored in this study.
Structural and process-overlay governance models
Corporate governance literature reveals a number of board models (Carver, 1997;
Davies, 1999; Garratt, 1996; Pease & McMillan, 1993). From examination six
models appear to fit within two categories: structural and process-overlay. The
two categories are posited by the researcher to assist in differentiating the models,
as the four structural models vary in respect to their structure and director
composition whilst the two process–overlay models, which can ‘lay over’ a
structural model, require an additional level of process be utilised.
The four models identified as structural include the executive board model, nonexecutive board model, unitary board model and two-tier (senate) board model
and (Garratt, 1996, pp. 39-43). Appendix 2.3 identifies differences between the
models in respect to structure and directorship composition. The structural model
selected is important in that it determines the board membership composition. The
representation on the board of executive directors drawn exclusively from inside
an acute health sector organisation, non-executive directors drawn from outside
the organisation or directors drawn from both inside and outside the organisation
is determined by the structural model.
The two models identified as process-overlay models include the learning board
model (Garratt, 1996, pp. 43-52) and the policy governance model (Carver, 1997).
The learning board model has a structural element in that it is clearly evolved
from and context specific to the unitary model, yet takes a step further by
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introducing a process element. The policy governance model which can be
utilised over all structural models is solely process focused (Carver, 1997). The
process model selected is important as each has specific requirements, by example
the learning board model has director composition and diversity requirements and
the policy governance model requires the incorporation of values clarification
activities in board practice.
Whilst fully acknowledging the learning board model is founded on the unitary
structural board model, Garratt (1996) asserts it advances the model by
introducing a continual learning process as the pivot of the new framework.
Specifically, the learning board model identifies the importance of balancing
representation of executive and non-executive directors on the board through
selection in order to cope with organisational effectiveness (external) issues and
efficiency (internal) issues (Garratt, 1996, pp. 43-47).
The policy governance model focuses on the development of key policy
statements to guide governing board practice and whilst the model can be used
over all structural models, the principles require application in a constant and
consistent manner. The model requires board members to identify and clearly
articulate their guiding values and then integrate them into board governance
policies, for example, governance process policies in which members outline their
role and develop an overview statement of the board’s purpose, reason for
existence and mission. Carver (1997a, pp. 4-5) stresses the importance of
directors working together to define the policies and asserts that individual
directors benefit through the interaction as the exercise enhances directors’
personal values clarity, their values in relation to the values held by other
directors and the organisational values.
The selection of structural and process-overlay models by Melbourne
metropolitan acute health sector governing boards is unclear. The selection of a
structural model that determines board composition and process-overlay model
which requires a board ensures membership diversity, or director participation in
value clarification activities, is pertinent to the discussion of directors’ personal
value priorities in the context of their directorship practice. This study therefore
explores the selection of structural and process-overlay models by boards from
which participant directors are drawn.
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Corporate and Philanthropic Governance models
Health sector governance literature reveals two additional governance models, the
corporate and philanthropic models (Weiner & Alexander, 1993). Weiner and
Alexander (1993) report that, despite limited empirical evidence supporting the
models, the corporate-philanthropic distinction has gained particular acceptance in
health sector literature.
This is notable in that the models are distinct in terms of the values and
activity emphasis each reflects. The corporate model stresses strategy
development, risk taking, competitive positioning values, and an emphasis on
strategic and entrepreneurial activity (Alexander & Weiner, 1998, p. 225). The
philanthropic model stresses community participation, due process and
stewardship values, and an emphasis on asset and mission preservation
activity. The selected model of governance is contended to reflect the
philosophical context in which directors operate.
The value and activity distinctions between the two models are purported to be
reinforced and supported by evident governance attribute configurations that
cohere to stable patterns across attributes such as board size, member perspectives
and backgrounds, number of inside directors, management participation on the
board, limitation on consecutive terms for board members, compensation for
board service, and role emphasis (Alexander, Morlock, & Gifford, 1988, p. 317).
Research findings however challenge the applicability of the configurations in
contemporary governance practice. Researchers Weiner and Alexander (1993) in
their American hospital board study which assessed the theoretical integrity of the
corporate-philanthropic typologies found neither model existed in pure form as a
prevailing governance configuration. Rather, they found a substantive degree of
attribute mix in reported configurations and determined that the corporate and
philanthropic models are ideal conceptions rather than absolute representations of
hospital governance. Importantly their findings suggested the existence in the
contemporary health sector of a hybrid corporate–philanthropic model which is
proposed to be an isomorphic organisational response to environmental pressures
(Alexander & Weiner, 1998; Weiner & Alexander, 1993). They concluded that
this mixed model configuration may reflect the complex and variable functions of
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hospital governing boards, an adaptive response to changes in hospital operating
environments, or may simply represent a transition from traditionally
philanthropic to more corporate forms of governance in the health sector.
Directors reportedly discuss Melbourne metropolitan acute health sector
organisations in terms of being corporate or philanthropic in nature (personal
communication DN 2005) with an apparent perception of an alignment with the
values and activities implied. Private for-profit boards are viewed as aligning with
the corporate position, public and private non-profit boards as aligning with the
philanthropic position. These views are however open to challenge, in light of
reported trends such as corporatisation and the adoption of private sector values,
and practices which are argued to have created radical shifts in the boundaries
between the public and private sectors (Ashburner & Cairncross, 1993, p. 357;
Kay & Silberston, 1995; Steane & Christie, 2001), trends reported to be
increasingly prevalent in the Australian acute health sector environs (Wynne,
2003; Young, 2004).
Directors’ perceptions of their boards’ operative philosophy as being corporate,
philanthropic or mixed, and of the attendant implied value orientations and
activity emphases are posited to inform the position from which they make
decisions. Hence directors’ views on which model they consider most accurately
reflects their board’s orientation is explored.
Governance Theory
Whilst no singular, overarching governance theory exists and extant theories
clearly originate from varied disciplinary, historical and contextual roots (Clarke,
1998), governance literature highlights three theories applicable to contemporary
governance practice. These are agency theory, stewardship theory and stakeholder
theory (Bhasa, 2004; Clarke, 1998; Eisenhardt, 1989a; Hendry & Kiel, 2004;
Jones, 1995; Steane & Christie, 2001). Table 2.1 identifies the respective
disciplinary origin and definition of the Boards role for each theory.
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Table 2.1 Governance theory, disciplinary origin and board role
Governance theory

Disciplinary origin

Board role

Agency theory

Economics and finance
theory.

The role of the board is to
ensure a match between
managers and shareholders.

Stewardship theory

Organisation theory

The role of the board is to
ensure the stewardship of
organisational (corporate) assets.

Stakeholder theory

Political, law and
management theory

The role of the board is the
inclusive pursuit of stakeholder
interests.

Table 2.1 adapted from Philip Stiles, London Business School (Clarke, 1998).

The three theories are posited by the researcher to frame Melbourne metropolitan
acute health sector governance practice. The board role in private sector
organisations that have shareholders is suggested to align with agency theory and
the board role in public and non-profit sectors that do not have shareholders to
align with either stewardship or stakeholder theory.
If governance theories indeed align with and are reflective of a specific sector, the
governance theory which individual directors identify frames their board practice
is of interest. Directors’ views on the role of their board are posited to inform the
position from which they make decisions. Hence directors’ views on which theory
they consider most accurately reflects the role of their board are explored.
Governance Infrastructure
Hall and Joiner (1992) and McDonald and Gandz (1992) highlight the importance
of aligning systems to support the vision and core values of an organisation. Tichy
(Tichy, 1983; Mason, 1996, p. 121) discusses processes by which organisations
shape their culture, placing particular emphasis on processes by which individuals
are made aware of the values of the organisation. In particular human resource
systems are identified as having an important cultural transmission role.
Three key functions, selection, socialisation (induction arguably offering the first
opportunity) and appraisal are processes through which an organisation can
communicate and reinforce cultural values alignment. Indeed, these processes
afford an organisation distinct points at which to “buy-values” and “make-values”
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(McDonald & Gandz, 1992, p. 71). Such opportunity is apparently recognised by
a Melbourne acute health sector organisation which identifies “the entire
continuum of human resources integrates the mission, philosophy and values” of
the organisation (Sisters of Charity Health Service, 1997, p. 21). Individuals’
values are seen to be of such underlying importance to service with the
organisation that recruitment, selection, appointment and appraisal procedures are
designed to evaluate, promote and reinforce personal value systems and
behaviours consistent with the values of the organisation (Sisters of Charity
Health Service, 1997, p. 17, p. 21, p. 25). This exemplifies the inextricable linking
of the human resource process continuum in order to “create and nurture a
corporate culture that integrates the philosophy, mission and values” of the
organisation (Sisters of Charity Health Service, 1997, p. 21).
Researchers identify the importance of individual values and organisational values
clarity (Hall & Joiner, 1992; McDonald & Gandz, 1992). Nowhere would this
appear to have greater importance than for the membership of a governing board
charged with organisational leadership. The potential benefits raised of director
recruitment and selection processes that recognise the importance of personalorganisational values “fit” (Chatman, 1989; Lawrence, 1997, p. 146), director
induction processes which include familiarisation with organisational values and
the opportunity for personal and organisational values clarification and board
performance review processes that include the evaluation of directors’ personal
values congruence with stated organisational values.
The opportunity for individuals to reflect during these processes on their personal
values and their values in relation to organisational values is significant when, as
Greenleaf (2002, p. 41) highlights, engaging in a process that creates an
awareness of, and allows for, the articulation of one’s personal values can be
considered to be both “value building and value clarifying”. The importance of
such opportunity is upheld by the research findings of Kouzes and Posner (1987)
that show leaders’ clarification and articulation of their personal values pays off
significantly for both leaders and their organisations (Mason, 1996, p. 109).
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Director recruitment, selection and appointment processes
A governing board is by its nature a group of varied individuals brought together
for a common purpose. There is a need for such individuals to function together,
for there to be an “interdependence of independent people” toward the attainment
of specific ends (Hall & Joiner, 1992, p. 9). The extent to which individuals
successfully operate interdependently may relate to the sense of congruence they
have with the values of fellow directors and the organisation they serve. Indeed,
Kay and Silberston (1995, p. 94) assert a board is likely to be more cohesive if it
can “avoid reiterated argument about fundamental values” which guide the board.
If the value priorities of individuals shape their decision choices, the potential
emerges for personal and interpersonal decision conflict if directors perceive their
personal value priorities are incongruent with the values of another director,
shared board values or organisational values.
Significant questions are thus raised regarding director recruitment and selection
processes. Do such processes require or facilitate chairpersons, directors,
recruitment firms or government representatives to seek and select candidates
with personal values deemed congruent with their own or identified organisational
values? If personal-organisational values congruence is a consideration in the
recruitment and selection process how is this evaluated? Do directorship
candidates consider the congruence of their personal values with those espoused
by the organisation they seek to serve?
Hall and Joiner (1992) and McDonald and Gandz (1992) suggest the use of
individual values evaluation during the candidate selection phase, the use of
individual value measurement profiles, and the selection of candidates relative to
their identified value sets. Perrow (Perrow, 1986, p. 128-130; Jeavons, 1993)
identifies the potential benefits afforded to an organisation stating the “selection
of people to participate in organizations according to their values and previous
socialization may provide a valuable alternative to “bureaucratic” controls in
shaping the life and work of the organization” (Jeavons, 1993, p. 67). This may
similarly be argued in the selection of individuals who shape the life and work of
a board.
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Director appointment processes determine the composition, calibre and ‘fit’ of
directors serving a board. The process selected and criteria specified establish an
individuals’ applicability for directorship. In exploring acute health sector
directors’ value profiles it is clearly imperative to establish how directors came to
be appointed to their directorship role and in what manner if any their personal
values were evaluated.
Dunlop (1998) asserts that director appointment should be a formal and
transparent procedure and that all directors should be required to submit for reelection at least every three years. The use of formally determined criteria in a
transparent process should guide the selection of individuals deemed most
appropriate to the requirements of an organisation and its governing board.
Director appointments are reported by PRO:NED (2006) to be facilitated by the
use of strategies such as board members personal knowledge and networks (63%),
search firms (28%), shareholder or parent company appointment (8%),
government or minister appointment (4%), constitution or election (4%) and the
use of advertising and registers (4%). The results are however not specific to the
acute health sector.
The origin of the criteria (legislative requirement, government directive, specified
membership composition or skill profile requirements), what shapes the criteria
(structural model, religious or other persuasion of the organisation) and who
determines the criteria (ownership group, Chairperson, board members,
government body, external recruitment agency) may directly influence the
selection and appointment of individuals to boards. The Health Services Act
(1988) dictates the director recruitment and selection process for Metropolitan
Health Services. It is identified that in order to “maximise a board’s capacity for
effective governance it is essential that there is the right mix of relevant skills,
experience and other attributes” and that “this requires the specification of
required skills, experience and attributes, and an appointment process that
addresses key gaps and is structured to enhance board synergy” (Victorian
Government Department of Human Services, 2003, p. 55).
The Department of Human Services template of core skills and expertise
identifies nine key function areas (by example, law, finance, human resources,
strategic and information technology) that guide the selection of directors for
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Health Service Boards (Victorian Government Department of Human Services,
2003, p. 55). It is also noted that director selection may provide the opportunity to
address social goals through the use of diversity based criterion. What the ‘other’
attributes considered important in director selection include is not however
identified.
The Victorian Public Hospital Governance Reform Panel Report (Victorian
Government Department of Human Services, 2003, p. 2) identified the “capacity
of boards to govern effectively needs strengthening with respect to skills and
experience of appointees”. A resultant recommendation was that board
effectiveness be enhanced by “giving priority to achieving the appropriate skills
and experience mix on boards” (Victorian Government Department of Human
Services, 2003, p. 3). The panel recommended that “each board should identify
the skills it lacks and which it will require in new appointees and this should be
conveyed to the Minister by way of recommendation” (Victorian Government
Department of Human Services, 2003, p. 55). The panel particularly emphasised
the importance of consultation with the board chair in this process, and indeed the
desirability “that appointments be made in close consultation with the board
chair” (Victorian Government Department of Human Services, 2003, p. 11). The
Minister however having statutory authority has discretion about, and the ultimate
decision-making power, for all appointments (Victorian Government Department
of Human Services, 2003).
Private acute health sector organisations determine their own recruitment and
selection process and selection criteria. The selection and appointment of
individuals relative to their value system and congruence with the values of the
organisation is recognised in one Melbourne metropolitan private non-profit
organisation, whereby “selection criteria examine and evaluate each person’s
value system and attitudes” to ensure “personnel committed to our values system
are appointed” (Sisters of Charity Health Service, 1997, p. 21). It is unclear,
however, if personal values are identified as a criterion for selection and personalorganisational values congruence evaluated in others.
The 1997 Hospital and Health System Governance Survey (American Hospital
Association and Ernst & Young) reported 85% of Board Chair and Chief
Executives considered the criterion most important for hospital board member
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selection was values consistent with the hospital. This result suggests that
consistency between an individual’s values and those of a health sector
organisation is of critical importance in board member selection. Whilst the
survey identified differences in the final ranking of director selection criteria by
Chairs and Chief Executives affiliated with government, non-profit, and for-profit
investor-owned organisations, “values consistent with the hospital” was notably
ranked first or second by respondents from each organisational type (Shinkman,
1998, p. 44). The three criteria identified as most important for board member
selection by respondents affiliated with government, non-profit and for-profit
hospitals were:
a)

Government hospital respondents:

1.

community leadership/representation (81%)

2.

values consistent with the hospital (76%)

3.

strategic planning/visioning (61%)

b)

Non-profit hospital respondents:

1.

values consistent with the hospital (88%)

2.

community leadership/representation (86%) and,

3.

financial/business acumen (71%)

c)

For-profit investor owned hospital respondents:

1.

values consistent with the hospital (85%)

2.

community leadership/representation (83%) and,

3.

strategic planning/visioning (66%).

Similarly, an Australian study by Steane and Christie (2001) of 118 non-profit
boards also identified respondents’ perception of the importance of board
members’ personal values. Ideology (values) was ranked in the top three
responses for skills deemed crucial for director effectiveness. The study revealed
that respondents prioritised broad based skills such as strategic thinking, knowledge
of the sector, ideology (values) and interpersonal skills ahead of specific skills such
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as financial, legal and computing skills. Whether an individual’s personal values is
notionally a ‘skill’ as reported is in this researcher’s opinion open to challenge.
Nonetheless, the results are of interest in light of debate in the governance literature
as to whether it is preferable to seek directors on the basis of general or specific
skills (Shinkman, 1998) and with consideration to personal qualities such as tact,
patience, sense of humour, sensitivity, the capacity for reasoned judgment, sense of
responsibility, and integrity (Dunlop, 1987, p. 30).
Personal values may also play a role not only in determining individuals’
suitability for selection but in drawing individuals to seek or accept board
membership. Young’s (1993) review of non-profit sector governance research and
practice determined that there is variation in the motivations, attitudes and values
of participants and contributors to non-profit organisations. Clary and Snyder
reported on the importance of intrinsic motivating factors such as the values
individuals are able to express through participation in an organization rather than
extrinsic factors in attracting individuals (Clary & Snyder, 1993; Young, 1993).
Indeed, Jeavons in a study on religious non-profit organisations described as
value-expressive, noted that individuals may be drawn to serve and indeed
screened for suitability for service with an organisation on the basis of their values
(Jeavons, 1993; Young, 1993).
These studies raise questions regarding the situation in Melbourne acute health
sector organisations. Do boards identify consistency of an individual’s values with
those of the organisation as a criterion in director selection and if so in what way
are individuals’ values evaluated to be consistent? Additionally do individuals
consider espoused organisational values in accepting a directorship appointment?
These questions will be explored in this study.
Director Induction
A board induction program is important to an individual’s ability to perform
effectively and accountably in their new directorship role (Houle, 1997, pp. 47-54;
Pease & McMillan, 1993, pp. 116-117). Indeed it is asserted that “new directors
cannot be effective until they have a good deal of knowledge about the company
and the industry within which it operates” (Australian Stock Exchange, 2003, p.
47). Indeed, if directors do not have a sound appreciation and understanding of
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contemporary issues and challenges present in the health sector, “they will have
difficulty meeting the ethical and legal responsibility” of their role (Wilson &
Claypool, 1994). The importance of the induction program is highlighted by
Australian Stock Exchange best practice Principle 8: Recommendation 8.1 that
states an organisation “should implement induction procedures designed to allow
new board appointees to participate fully and actively in board decision-making at
the earliest opportunity” (2003, p. 47).
These views are echoed in the acute health sector. A key finding in the Victorian
Public Hospital Governance Reform Panel Report (Victorian Government
Department of Human Services, 2003, p. 2) was “the capacity of boards to govern
effectively needs strengthening with respect to…induction…available for
directors”, a finding which prompted a recommendation for change to “enhance
board effectiveness by …strengthening induction… to adequately address the
complexities and distinctive features of the industry and its political context”
(Victorian Government Department of Human Services, 2003, p. 3). To this end it
was recommended that boards should “develop a comprehensive induction
package for new members” (Victorian Government Department of Human
Services, 2003, p. 11).
Carver (1997, p. 205) asserts director induction should include not only an
orientation to the governance process but also to the values that determine the
vision and mission of the organisation and direct the organisational culture. As the
values of the organisation should guide directors in the conduct of their role and
inform all decision-making, values orientation is arguably a critical inclusion in a
director induction program.
Depending on the recruitment and selection process, the induction program may
provide the first point of opportunity for a director to assess their personal values
‘fit’ with the organisation. There is a paucity of published literature addressing
director induction in Melbourne metropolitan acute health sector organisations.
Therefore, this study explores the use of induction programs and opportunities for
personal-organisational value clarification by directors during the induction
process.
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Director Performance Evaluation
The increasing acceptance, indeed expectation, of director performance evaluation
is a significant development in health sector governance, a trend reflective of the
adoption since the mid-1990s of board performance appraisal systems in the
corporate sector. The conduct of performance evaluations is identified as “best
practice” for health sector governing boards as it is deemed to encourage members
to be accountable, and to take their directorship responsibilities seriously
(American Hospital Association and Ernst & Young, 1997, p. 48). Notably, the
Victorian Public Hospital Governance Reform Panel Report (2003, p. 58)
recommended that toward achieving best practice “each Health Service board
should evaluate its own performance annually to achieve best practice
governance”. The process and performance indicators for inclusion were not
specified.
A performance evaluation system demonstrates the acknowledgement by the
members of a governing board of their accountability for the performance of their
role, commitment to monitoring and improvement of board performance, and
formally documents such intent and action. Participation in a performance
evaluation process provides individual directors with the opportunity to reflect
upon and enhance their development in the conduct of their role. Indeed,
Australian non-executive directors report the benefits of performance review
include

improved

board

performance,

increased

awareness

of

board

responsibilities, improved decision-making, and managed exit of non performing
directors (PRO:NED, 2006, p. 19).
The importance of performance evaluation is highlighted by Australian Stock
Exchange best practice Principle 8: Recommendation 8.1 which states “the
performance of the board …should be reviewed regularly against both measurable
and qualitative indicators” (2003, p. 47). This however is not necessarily reflected
in practice. A recent Australian survey reported only 27% of private nonexecutive directors and 68% of government non-executive directors identified
their board formally conducts performance reviews. Of the reviews reported it
was noted that the majority were conducted annually (83%), and undertaken by
the Chairperson (49%), board collectively (44%), external consultant (25%),
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board committee (6%) and in some instances a combination of techniques, for
example Chairperson and whole board (PRO:NED, 2006, p. 16-19).
What constitutes best practice board performance indicators is debated. Longstaff
(Bass, 2005) is highly critical of the way board and individual director
accountability is predominantly addressed via benchmarking, preset performance
indicators, and the measurement mechanisms supporting these processes. He
asserts that what is missing in addressing accountability, what should really be the
object of focus, is “values and principles and moral accountability”.
A criticism of many current performance evaluation processes and instruments is
that ‘hard’ easy to see criteria are simply addressed in a ‘tick the box’ manner,
that precludes evaluation of other ‘soft’ less visible matters which equally impact
performance. Indeed, Kerin (2003) asserts that meeting hard criteria measures (i.e.
director mix, committee structures) that often align with structures and rules
imposed by external bodies is not necessarily correlated with excellence in board
performance. He asserts that Chairpersons and boards themselves should reflect
upon and address soft factors “less visible but crucially important things that
underlie how boards really work in practice, such as how they manage conflict
and make – or don’t make decisions” (Kerin, 2003, p. 70). Personal values are
arguably an important factor in decision-making and decision conflict situations in
the board performance context.
Despite apparent limitations in scope, traditional assessment methods such as
accountancy measures and management by objective (Australian Institute of
Company Directors & KPMG, 1998) are widely utilised in evaluating board
performance. Similarly, Shinkman (1998) identifies that health sector measures
often focus on hospitals’ performance indicators and operating statistics (i.e.
budget, financial statements, and capital planning) and data pertaining to patient
and employee satisfaction. The justification for, applicability of, and reliability
and validity of such measures to board performance are open to question.
Given the importance of director performance it would appear imperative that
measurement criteria reflect both ‘hard’ and ‘soft’ performance areas, that
instruments evaluate not only traditional hard factors but also perceptibly soft
factors. Instruments that evaluate board effectiveness in line with key competency
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areas or roles and responsibilities are identified in the governance literature
(Jackson & Holland, 1998; Smith, Bucklin & Associates, 1994). By example,
Smith, Bucklin and Associates (1994, p. 41) suggest that key board roles and
responsibilities such as “ensure the mission is carried out” and “maintain ethical
standards” are evaluated.
The Board Self-Assessment Questionnaire (Jackson & Holland, 1998, pp. 177-181)
evaluates 65 singular items of performance across six key competency areas
(contextual, interpersonal, educational, analytical, political and strategic). Items are
seen to include evaluation of board processes such as induction (‘new members are
provided with a detailed explanation of this organization’s mission when they join
this board’, “former members of this board have participated in special events
designed to convey to new members the organization’s history and values”, “I
have participated in discussions with new board members about the roles and
responsibilities of a board member’) and board performance review (‘at least once
every two years, our board has a retreat or special session to examine our
performance and how well we are doing as a board’).
Of particular note is the instrument’s attention to providing directors with the
opportunity to consider their personal alignment with the values of the
organisation (‘one of the reasons I joined this board was that I believe strongly in
the values of this organisation’) and values awareness and alignment in board
decision-making (‘values are seldom discussed explicitly at our board meetings’,
“there have been occasions that the board has acted in ways inconsistent with the
organization’s deepest values”, “this board has made a key decision that I believe
to be inconsistent with the mission of this organization”, “I have been present in
board meetings in which discussions of the history and mission of the
organization were key factors in reaching a conclusion to a problem” and “in
discussing key issues, it is not unusual for someone on the board to talk about
what this organization stands for and how that is related to the matter at hand”). It
should be noted that even though the instrument is identified as a self-assessment
and individual directors complete the questionnaire, the evaluation relates to
whole of board performance not individual director performance, a not
uncommon situation.
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Instances of evaluation of director performance relative to the values of the
organisation are identified in Melbourne acute health sector organisations.
Duncan-Marr and Duckett (2005) discuss the performance evaluation process and
evolving instrumentation utilised by one Metropolitan Health Service board.
Individual board member contribution is evaluated on a scale of 0-3 across
thirteen skills areas. Predominantly the areas relate to board functional
responsibilities (for example corporate management, government liaison, capital
management, financial audit). Inclusion of the evaluation of directors’
“commitment to values and clients of Bayside Health” is of note (Duncan-Marr &
Duckett, 2005, p. 342). One private non-profit acute health organisation also
identifies that their “board appraisal mechanisms include objectives aimed at
accountability for philosophy, mission and values implementation” (Sisters of
Charity Health Service, 1997, p. 17).
Directors may perceive they are already under considerable time constraints
meeting the requisite conformance activities of governance. Ideally, individual
director and board performance review should be viewed as a means of
identifying areas for potential improvement, a means to enhancing governance
processes, board operations and individual director performance, of potentially
saving time rather than wasting it. Garratt notes that directors may be concerned
“any form of assessment will find them lacking in some areas” (1996, p. 192).
Thus performance evaluation criteria need to be transparent to all participants and
evaluation methods tailored in such a way that board members feel assured of the
personal and professional benefit of participation.
There is a paucity of published literature addressing governing board performance
processes, evaluation instruments or measurement criteria in Melbourne
metropolitan acute health sector organisations. Hence this study explores the
current use of performance evaluation and evaluation of directors’ personal values
relative to the performance of their directorship role as a component of this
process.
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Governance Composition
Acute health sector board composition may be influenced by a number of factors.
These include a) legislative requirements (i.e. board size), b) owner
representational requirements (ownership group, gender, cultural or community
representation requirements), c) structural model (executive and non-executive
composition) and d) director selection criteria deemed desirable by the
organisation. Compositely these factors determine the final selection of
individuals deemed best suited to the board of an acute health sector organisation.
Factors such as executive and non-executive director representation, board size
and director diversity are determined from the literature to be relevant to the
exploration of directors personal values and directorship decision-making are now
discussed.
Executive and non-executive directors
Private sector directors are appointed in either an executive or non-executive
capacity (Baxt, 1999). As a matter of course The Australian Stock Exchange
Indicative List of Corporate Governance Matters strongly recommends the
disclosure of board members’ executive or non-executive status in order to
identify individual directors’ roles within an organisation (Business Council of
Australia, 1995, p. 11). Public sector directors are appointed in a non-executive
capacity (Victorian Government, 2000).
Executive and non-executive directorships are differentiated on the basis of
function. An executive director is an employee of the organisation, usually a
senior level executive manager who, in addition to their responsibilities as a
manager, has all the responsibilities of board membership (Australian Institute of
Company Directors, 1998, p. 8; Bosch, 1995; Business Council of Australia,
1995, p. 11). Thus they are sourced from inside the organisation. A non-executive
director is not an employee of the organisation but rather an individual sourced
from outside the organisation, the intention being that the individual brings special
qualifications, experience, expertise and an independent perspective to the board
(Business Council of Australia, 1995, p. 11). Whilst views regarding the proper
role of non-executive directors differ, it is a common expectation that they will bring
an independent point of view to board deliberations and act as independent monitors
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of board and senior management activities (Bosch, 1995; Business Council of
Australia, 1995, p. 11; Tomasic & Bottomley, 1993, pp. 14-18).
The role of a private sector Chairperson, in accordance with the structural model
of governance, may be occupied by either an executive or a non-executive
director, whereas the public sector Chairperson role can only be filled by a nonexecutive director. Carver (1997a, p. 1) states that the foremost role of the
chairperson on behalf of the board is to protect and further the integrity of
governance. As Chairpersons are responsible for the integrity of board governance
they must intricately understand the boards’ governance processes (Carver, 1997a,
pp.14-15). Individuals selected for this important role need to demonstrate the
commensurate skills for the proper conduct of this position, skills which include
leading the board to positively confront and deal with diversity and nurturing the
board through deliberation toward decision (Carver, 1997a, pp. 12-15).
Individuals’ values have been identified as being influenced by length of tenure
with an organisation (Harris, 1990). Executive directors serve boards according to
their continuing or fixed contract term of employment with the organisation, for
example as the Chief Executive or Chief Financial Officer. Non-executive
directors serve boards according to their appointment period. Hence periods of
board service may potentially differ in line with a director’s executive or nonexecutive status. Therefore participants’ executive or non-executive status and
length of service are explored.
Board size
Australian boards must comply with minimum director number guidelines set for
public (at least three members) and proprietary (at least two members) companies
(Baxt, 1999, p. 2). In line with the Victorian Health Services (Governance) Act
(2000) the board of a Metropolitan Health Service “shall consist of not less than 6
and not more than 9 persons appointed by the Governor in Council on the
recommendation of the Minister” (2000, p. 7). Houle (1997, pp. 65-66) suggests
that numbers for a functional board category fall within given parameters and
identifies the recommended range for a hospital governing board as seven to
fifteen. He cautions however that no figures have universal application. Rather,
board size should be determined by the board and relevant authorities with
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consideration that the board is small enough to act deliberately yet large enough to
meet its necessary responsibilities (Houle, 1997, pp. 66-67).
Carver (1997a, p. 10) recommends boards should comprise the minimum number
of directors required by law and asserts that having more directors than needed
“increases complexity with no compensating gain”. Certainly, board practitioners
relate the unworkable nature of very large boards, citing their experience of
diversionary factional infighting, and poor communication and decision-making
processes (personal communication, DE, 2004). Melbourne metropolitan acute
health sector organisations identify, via annual reports and web sites, boards
comprising between six and twelve members. Some additionally identify that the
formal board membership number is substantively augmented by permanent
‘invitees’ who may include individuals such as the Chief Executive Officer, Chief
Financial Officer, Medical Director and/or Advisor, Nursing Director and
ownership group representative/s.
Director diversity
An area of differing opinion and debate in the governance literature is the
requirement for director diversity. Carver and Carver (1997, pp. 1-2) contend that
social pressures have caused organisations to examine their commitment to board
membership diversity and hence membership composition. Boards may be
required to comprise members who represent the organisation’s owners, major
stakeholders or reflect the diversity of the community within which it operates
(Victorian Government Department of Human Services, 2003). Carver and Carver
(1997) however caution against the phenomenon of ‘politically correct’ cosmetic
tokenism, and the burden of tokenism on ‘special’ board members who have the
dubious task of representing collective groups who share their characteristic.
Individuals with similar backgrounds and experiences are reported to have a
greater affinity with each other (Lawrence, 1997, p. 42; Tsui & O’Reilly, 1989).
Mason (1996, p. 139) identifies that the more homogenous a group is the more
likely it is to develop peer cohesion. He identifies that homogeneity may result
from similarity of cultural background which produces a common orientation to
life or because of dynamic common values and goals which can attract individuals
without a common ethnic background. Homogenous replication of board
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membership and the potential for ‘group think’ may arguably be detrimental to
board decision-making. However with respect to values alignment it may be
argued to be a distinct advantage.
It can be questioned whether diversity of governing board membership necessarily
enhances governance outcomes, and what evidence exists to support this view.
Research cautions that boards whose members have markedly diverse
demographic backgrounds are likely to be less cohesive (Forbes, 1999; Williams
& O’Reilly, 1998). Such consideration is important in light of the reported
influence of demographic factors on individuals’ values and value priorities.
The governance literature is silent on diversity of the board in relation to
members’ personal values. The need for diversity in the membership profile of a
governing board is predominantly discussed in terms of gender, age, cultural
representation, and professional background. However, in both literature and
popular media gender diversity receives particular attention (Cornell, 2002; Crisp,
2002; Gluyas, 2005; Jackman & Sainsbury, 2003; Uren, 1999, 2006). Specifically,
how female representation influences board performance appears to date to be
inadequately empirically explored.

Female directors nonetheless anecdotally

report that with two or more women members the “dynamics, behaviour, and
decision-making” of a board changes (Grey, 1999, p. 8).
In Australia female directors on public listed corporations, public unlisted and
private companies appear to be in the minority (Australian Government, 2006;
Corporate Women Directors International, 1999; Korn/Ferry International and
Egan Associates, 2005; PRO:NED, 2006). Despite skills, qualifications and
experience which would enable them to take up board positions women are
comparatively underrepresented on boards. In the top 200 companies listed on
the Australian Stock Exchange women hold only 8.7% of board directorships
(Australian Government, 2006). Such figures need to be viewed critically
particularly in light of the fact that a significant number of the positions identified
are held by women having multiple board appointments (Corporate Women
Directors International, 1999, p. 9).
Government and non-profit organisations lead the way in female director
representation (PRO:NED, 2006). Indeed, the majority of women directors are
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found in government health services (Corporate Women Directors International,
1999, p. 10) and of the top ten Australian companies identified as having the
highest percentage of women directors, three were in the public health sector
(Corporate Women Directors International, 1999, p. 4).
The profiles of organizations from which directors are drawn for this study
identify private non-profit boards have female director representation ranging
between 8% and 56%, private for-profit boards have female director
representation ranging between 0% and 17% and MHS boards have female
director representation ranging between 30% and 78%.
These profiles are comparative with an Australian study (PRO:NED, 2006, p.55)
which found both private non-profit boards (81%) and government boards (98%)
had higher female representation than other private for-profit boards (35%).
Interestingly the study also revealed the government sector (100%) and health and
community services sector (75%) ranked first and second respectively across all
industry sectors for female board member representation, a result of particular
note when considered in light of the 16% reported across all industry sectors
(PRO:NED, 2006, p. 55-56). Selection policies which promote diversity and
balance in gender representation as a priority are considered to account for the
reported differences (PRO:NED, 2006, p. 56).
Personal value priorities are reported to vary by gender (Chusmir & Parker, 1991).
The results of their study highlight the issue of gender representation on a board by
male and female directors who may hold similar work values yet potentially bring
different personal value perspectives to board deliberations and decision-making.
Personal value priorities are reported to vary in respect to gender, age and culture.
If women are under-represented in acute health sector boardrooms it must be
questioned if the values reflected in board decision-making are gender biased. A
similar question holds for the diversity of individuals in regard to age and culture.
Therefore in line with exploring acute health sector director values priorities,
participants’ gender, age group and cultural representation are identified.
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Summary
The literature review reveals an expansive body of research which was undertaken
to explore individuals’ values and factors that impact individuals’ values utilising
varied methods of individual values measurement and analysis. Additionally, the
importance of directors’ values in key areas of health sector governance, board
and directorship practice is clearly highlighted. Whilst it is acknowledged that
these earlier works are important contributions to the literature on values and
health sector governance, none has tackled directly the on-the-ground influence of
personal value priorities on individual decision-making in real life contexts. An
opportunity exists therefore to explore the influence of individuals’ value
priorities on their personal decision-making in organisational contexts. This
research study takes up this opportunity by exploring individual directors’
personal value priorities in relation to their individual decision-making in the
context of their acute health sector directorship role.
This chapter has presented a discussion on the values and governance literatures
that inform this study. Specifically, individuals’ values are identified as the central
focus of study and are defined and differentiated from other value types identified
in values literature. Individual values priority evaluation instrumentation has been
discussed and the Schwartz Value Survey (1992) identified as the instrument
selected to measure study participants’ personal values.

The importance of

individuals’ personal value priorities in decision-making was discussed and the
significance of this for individuals who serve as directors of health sector boards
highlighted.
An overview of the contemporary health sector environment and governance
frameworks relevant to acute health sector directorship practice was presented in
order to contextualise the exploration of participants’ personal value priorities and
the influence of their value priorities on their decision-making in their directorship
role. The research design of this study is addressed in Chapter Three.
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Chapter Three: Research framework
Introduction
In this chapter case study methodology, and specifically the descriptive-exploratory
collective case design, used in this study are discussed. In reviewing the literature it
became apparent that contemporary researchers such as Stake (1995, 2000) and Yin
(2003) use varied terminology in respect to their case study work. Therefore, to
ensure clarity and consistency throughout the discussion in this chapter, I have
selected to refer to the case terms and definitions devised by Stake.
According to Stake (2000, p. 437) an instrumental case study is a single case
selected and examined in order to advance understanding of the research issues
under exploration, and to enable illustration of how the issues manifest in the
case. An instrumental case study can, by the addition of further cases, be extended
to become a collective case study, this being a number of instrumental cases
examined jointly to investigate a population, in order to further the opportunity for
understanding of and theorising about the issues (Stake, 1995, 2000). The
collection and reporting of evidence from multiple cases is also noted by Yin
(2003, pp. 46-53) to have the potential to enhance the robustness of a study and
create a more compelling case “story”.
In this collective case study, each Melbourne metropolitan acute health sector
hospital governing board director is identified as an instrumental case that informs
the study through his or her participation in the survey and/or an interview. The
examination of each case, singularly and in collection, provided the opportunity
for exploration and enhanced understanding of the phenomenon of how directors’
personal value priorities influence their decision-making within the context of
their directorship practice.
Case study methodology, the research setting, participants, data collection
methods, instruments and analysis procedures used, associated ethical
considerations and methodological limitations of this study are now discussed.
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Case study methodology
Seven key reasons guided my selection of the case study methodology, each of
which is now outlined:
1.

The precedent of case study methodology in academic research

Case study methodology is used extensively in research conducted in the social
science disciplines of psychology, sociology and political science, and
professional practice oriented fields of public administration, business
administration and organisational studies (Hussey & Hussey, 1997; Yin, 2003, p.
xiii). Expressly in the health services research arena Johnstone (2004) investigated
the organisational processes and consequences of adopting new surgical
technologies in the Australia, Young (2004) examined hospital outsourcing
decisions with senior executives and operational staff in the Victorian public
sector whilst Conley (2003) explored North American acute health sector senior
hospital executives’ personal values, aspects of the their environmental context
and experience of values conflict relative to their position.
The case level selected for this study is the individual director, and the context
framing the cases are the Melbourne metropolitan acute health sector hospital
governing boards the directors serve. The design of this study endeavours to
further personal values enquiry and address shortcomings I consider exist in
Conley’s (2003) earlier study. Specifically, directors’ personal values are clearly
identified as the focus of exploration; these are delineated and measured using an
established, valid and reliable measurement instrument; the influence of identified
demographic factors on directors’ value priorities is investigated; and the
influence of personal value priorities on director decision-making, and, experience
of values conflict are explored in context.
2.

Study scope and focus

As the goal of this study is to build theory, the case study methodology is an
appropriate research strategy as existent theoretical frameworks can be used to
guide the case design and data collection. The methodology also affords the
opportunity for analytic generalisation “in which a previously developed theory is
used as a template with which to compare the empirical results of the case study”
(Yin, 2003, pp. 29-33).
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Case study is also an appropriate strategy when single units of analysis are
identified as the focus of study in the research question (Hussey & Hussey, 1997,
p. 66). In this study the single unit of analysis is an individual director and the
focus of the research question is their personal values.
3.

Examination of a phenomenon of interest

Case study methodology is an appropriate research strategy when the research
deals with what Hussey and Hussey (1997, p. 65) term a contemporary
“phenomenon of interest”. Case study also allows for the extensive examination
of the phenomenon, and opportunity for understanding the highly complex nature
of real life organisational phenomena (Yin, 2003, p. 2).
4.

Descriptive-exploratory design capability

The descriptive-exploratory collective case design capability of the case study
methodology is compatible with the research purpose, research question and
approaches under exploration in this study. The descriptive-exploratory design is
considered appropriate in that this research undertakes to describe a
contemporary phenomenon and to explore the real life context of the phenomenon
(Yin, 2003, p. 13).
The descriptive-exploratory design is also appropriate as this study endeavours to
create links and jointly address a number of research gaps identified in both the
values and health sector governance domains. Specifically, this study undertakes
to describe the personal value priorities of directors serving acute health sector
governing boards, identify demographic factors that may influence their personal
value priorities, explore the influence directors perceive their personal values have
on their individual decision-making in their directorship role, and explore their
experience of personal values conflict in this role.
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5.

Use of mixed methods of data collection in case study research

Case study methodology is defined by its primary interest in individual cases rather
than the methods of enquiry selected to examine cases (Stake, 1995, pp. 1-2, 2000).
Whilst case study is identified as a distinct methodology, it permits under its
methodological umbrella the use of mixed methods of data collection (Creswell,
2003; Yin, 2003). Indeed, Yin (2003, p. 97) asserts a “major strength of case
study data collection is the opportunity to use many different sources of
evidence”.
The use of mixed methods provides the opportunity for methodological and data
triangulation (Gillham, 2000; Hussey & Hussey, 1997, p. 74-76; Mathers &
Huang, 1998; Stake, 2000; Yin, 2003, pp. 97-100). The triangulation process
helps to clarify meaning through the use of multiple perceptions, which identify
the different ways in which the phenomenon is perceived (Stake, 1995, pp. 443444). Johnstone (2004, p. 264) contends that this is crucial to obtain a “thick”
description and allow credible explanation of the phenomena under exploration.
Indeed, Ragin & Becker (Ragin & Becker, 1992, pp. 4-5; Stake, 2000, p. 442)
argue that the sole use of quantitative, variable oriented, comparative methods in a
study can disembody and obscure cases, and thereby the potential value of
exploration.
Clarke (1998), Gillham (2000) and Johnstone (2004) stress the importance of
using a multi-method approach where both quantitative and qualitative data are
required to achieve the study purpose. Given the descriptive-exploratory nature of
this study I determined that the collection of both types of data were central to
achieving the purpose.
The collection of quantitative (survey) and qualitative (survey and interview) data
is intended to allow an understanding of the underlying relationships revealed
between data (Clarke, 1998; Eisenhardt, 1989; Jick, 1979). Specifically, the use of
a positivist paradigm quantitative survey method was selected to allow the
presentation of relevant descriptive statistical data, and possible identification of
causal relationships. The use of an interpretivist paradigm qualitative interview
method was selected to allow the exploration of meaning and significance of the
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phenomenon under exploration from the reflective interpretations of participants
(Young, 2004).
That the case study methodology allows for flexibility in the data collection
process (Eisenhardt, 1989a, p. 539) proved invaluable in the conduct of this
study, given the participant access challenges that presented. As suggested by
Creswell (2003, p. 214) the survey and interview data were collected and analysed
concurrently, a strategy that allowed for an ongoing layering of results which
progressively informed the data collection (interview) process and enhanced the
analysis processes.
6.

Research setting

Case study methodology is an appropriate research strategy when the study is
conducted in a single setting during a specific time period, in order not only to
explore but also to understand the phenomenon within that context (Hussey &
Hussey, 1997, pp. 65-67), as Yin (2003, p. 13) suggests when you deliberately
want to “cover contextual conditions – believing that they might be highly
pertinent to your phenomenon of study”. The context framing this research study is
hospital governing boards operating in the acute health care sector in metropolitan
Melbourne. Data was collected between December 2005 and August 2007.
7.

Purposeful sampling use in case study research

Case study methodology allows the use of purposeful sampling (Creswell, 1998,
p. 120, p. 251; Stake, 2000, p. 446). While the researcher-developed typology of
Melbourne metropolitan acute health sector hospitals determined the governing
boards from which participants could be drawn, purposeful sampling was
employed in this study to obtain variation in the representation of directors
serving boards that operate in the public, private non-profit and private for-profit
segments of the sector, male and female director representation and directors’
professional backgrounds.
Selected directors were approached for an interview through direct written, email
or telephone contact (to identified health service or published business addresses),
professional organisations such as the Australian Institute of Company Directors

Chapter 3 Page 75

(when potential participants could be identified in public documents as members)
and via established professional and personal contacts.
The case study enquiry process requires each case be assessed for both common
and uncommon elements, as each offers the opportunity for learning through
comparison, how alike or unlike the case is to other cases, as even cases framed
within a specific context can vary with respect to unique individual factors (Stake,
2000). In this study purposeful sampling afforded the researcher the opportunity
to make case selection decisions from an informed position.

Research setting
This research study is located in Melbourne, Victoria, Australia. Typology frames
as described by Stake (2000) were developed to delineate the Melbourne
metropolitan acute health sector hospitals from which participants were sought.
Hospitals with an acute care service focus and comparative operational size were
identified using information obtained from the Victorian Department of Human
Services, websites, annual reports and direct requests by telephone to hospital
personnel.
Hospitals that met the researcher-determined selection criteria were included in
the public, private non-profit and private for-profit sub-sector frames. Hospitals
meeting the criteria but identified as being part of a private sector group or
Metropolitan Health Service overseen by a single governing board were allocated
together.
All hospitals meeting the location, acute care service focus, and 100 bed minimum
operational size selection criteria were clustered into three categories:
1.

private non-profit (PNP) acute care hospitals governed by four
proprietorship boards;

2.

private for-profit (PFP) acute care hospitals governed by four proprietorship
boards;

3.

public acute care hospitals governed by fourteen Metropolitan Health
Service (MHS) boards (12 public and 2 public-private partnerships).
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Field data was collected from directors serving acute health sector hospitals that
met the researcher defined selection parameters. The field data included a survey
and interviews conducted with individual directors. This data provided the
framework for studying directors’ personal value priorities.
In case study research a description of the setting and the context of cases is
considered particularly important to the data analysis process as findings are
analysed with a view of how they relate to the setting (Creswell, 1998, p. 153, pp.
249-250). An overview of the Victorian acute health sector is provided in Chapter
Two, to frame the discussion of the study results in Chapters Four, Five and Six.

Participants
Thirty directors from 13 acute health sector boards participated in a survey by
completing the researcher designed Governance in Melbourne Metropolitan
Hospitals: An Individual Director Values Perspective questionnaire. Survey
respondents were affiliated with private non-profit boards (17 directors) and
public Metropolitan Health Service boards (13 directors). Total survey returns
(number received from a given board) from participating private non-profit sector
boards varied between 30% and 62% and from public Metropolitan Health
Service boards between 0% and 44%.
Twenty-four directors from 16 acute health sector boards were interviewed
(Appendix 3.1). Interview respondents were affiliated with private non-profit
sector boards (9 directors), private for-profit sector boards (2 directors) and public
Metropolitan Health Service boards (13 directors). Of the total 24 interview
respondents 22 are non-executive directors, 7 also held the position of
Chairperson (3 private non-profit board Chairs and 4 Metropolitan Health Service
board Chairs) and 2 are board-participant Chief Executives.
Following the conduct of the survey and interviews it was determined by the
researcher that any respondent from a denominational Metropolitan Health
Service would be reclassified as a private non-profit director. This decision was
made on the basis of the distinctive ownership arrangement (the denominational
boards being aligned with two separate privately owned religiously-affiliated
organisations that contract to government) and the evident differences in director
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recruitment and selection arrangements (denominational boards are selfdetermining under the direction of the respective ownership group whilst the other
12 Metropolitan Health Service boards are under the direction of the Victorian
Government Department of Human Services).

Ethical considerations
Potential ethical issues were identified and addressed in the initial design and
subsequent conduct of the study. As this study was commenced at Deakin
University ethics approval was obtained from the Deakin University Human
Research and Ethics Committee. The Committee requested modifications to two
questions as submitted on the original questionnaire – the questions that pertained
to participants’ political party preference and denominational religious affiliation.
Despite providing justification for retaining the questions as presented on the
basis of precedent data collection by the Australian Bureau of Statistics, and
arguing the case for each due to the value priority and demographic factor analysis
requirements of this study I was again requested to modify the questions which I
did and upon resubmission the questionnaire was approved.
No incentives or inducements were offered to individuals or hospitals in order to
influence participation in the study. Informed consent was obtained from
participants via the Plain Language Statement and Consent Form. These
documents assured directors that their confidentiality and anonymity would be
maintained at all times, and that no individual or board would be identified within
the submitted dissertation or in any subsequent presentations or publications. Each
director was invited to agree or decline to participate in this study, was given the
opportunity to clarify any concerns they may have had prior to providing written
consent to participate and was provided with details of how they may withdraw
from the study. It was therefore considered that no personal or professional risk
was anticipated to arise from participation in this research.
All raw data collected during the course of this study has been stored in a locked
file at the researcher’s residential office. Access to raw data was restricted to the
researcher, transcription assistants and academic supervisors.
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Data collection processes, methods, data instrumentation and
analysis
Data collection procedures
Participant access proved highly challenging due to the non-executive status of
directors and the respective Department of Human Services and individual
hospital research approval processes. That challenges in obtaining participant
access not unique to my study are highlighted by Bullivant (1975) who relates his
experience of having to considerably modify aspects of his fieldwork in order to
access participants. As gaining participant access for my study required the use
and adaptation of a number of procedures, the procedures are discussed.
Private health sector board directors
Private hospital board Chairpersons and Chief Executives were initially
approached by letter to seek support for participation in the study. Thereafter I
endeavoured to establish written and/or personal contact with chairpersons in
order to gain approval for the conduct of the study with their board members.
Chairpersons contacted subsequently either approved or considered and declined
my request. One hospital group required approval of the study by their hospital
research ethics committee. In several instances despite numerous attempts no
response ensued from the Chairperson.
A consent form (Appendix 3.2) for conduct of the study was required to be signed
by either the Chairperson or Chief Executive, on behalf of their organisation. By
agreement with the respective Chairperson, questionnaires were either distributed
to directors at designated board meetings or forwarded directly to individual
directors. Interviews were arranged directly with directors identified by the
organisation as agreeing to participate in the study.
Public health sector board directors
Senior staff from the Department of Human Services Governance Unit advised
that Metropolitan Health Service non-executive directors are not viewed as
employees of the Department of Human Services or a given hospital, and on this
basis recommended approaching the Chairpersons and Chief Executives of
Metropolitan Health Services directly to seek approval to conduct the research
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study with the board members. Letters requesting support for study participation
were forwarded to three Chairpersons and Chief Executives. Two rejections (from
one Chairperson and one Chief Executive respectively) were received on the basis
of director time. One Chairperson granted approval subject to authorisation by the
hospital research ethics committee.
On the basis of the responses additional discussions were held with Department of
Human Services Governance Unit staff. Discussions resolved that, as there was a
limited total number of potential participants for the study, and as Chairpersons
and directors equally held non-executive status, all directors could be viewed as
being in a position to choose for themselves whether to participate or not in the
study. However, privacy legislation requirements necessitated I forward
questionnaires to directors via their respective MHS address. Subsequently,
support staff at each Health Service elected to forward these directly onto
directors, distribute them at a subsequent board meeting, or elected not to
distribute them to directors.
As this situation meant I had limited control over the final distribution of requests
for participation I decided to also employ the networking sampling technique
outlined by Hussey and Hussey (1997, p. 147). The network technique uses study
participants’ recommendations and referrals to obtain other participants.
Accordingly, Chairpersons and directors were asked at the completion of their
interview if they would recommend director colleagues they perceived might also
be willing to participate.
Survey procedure
Governing board directors were invited to participate in the study via a
Questionnaire Plain Language Statement (Appendix 3.3). Directors agreeing to
participate were requested to read and complete a Questionnaire Consent Form
(Appendix 3.4) individually and to anonymously complete the questionnaire at a
time and place convenient to themselves, then return the completed Questionnaire
Consent Form and questionnaire by the due date (two weeks from the date of
distribution) in the pre-paid addressed envelope supplied.
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A total of thirty directors responded. Seventeen questionnaires were received from
PNP directors and thirteen from MHS directors. Whilst the requested return date
was two weeks from distribution, given the access challenges experienced
questionnaire returns received between two days and three months following
initial distribution were included in the study.
Interview procedure
Governing board directors (and two private sector Chief Executives determined to
be active full time board participants) were approached by the researcher and
invited to participate in an interview. Directors were either forwarded an
Interview Plain Language Statement (Appendix 3.5) and Interview Consent Form
(Appendix 3.6) prior to interview or requested to read and complete these at the
time of interview.
With permission from participants, wherever possible interviews were digitally
recorded for transcription. Where interviews were conducted by telephone due to
director preference or the venue was unsuitable for quality recording, I wrote
extensive field notes. Whilst each participant was invited to review and approve
their interview transcript or notes, only two directors requested this opportunity.
A total of twenty-four interviews were conducted. Nine interviews were with PNP
directors, two with PFP directors and thirteen with MHS directors.
Data collection methods
This study draws on values and governance research, hence data collection
methods used in each of these fields were reviewed. Data collection methods
used in personal values studies include survey by questionnaire (Gillham,
2000a; Lawrence, 1997; Sarros et al., 1999; Schwartz 1992), and survey by
interview (Conley, 2003). Data collection methods used in governance studies
include document analysis, database surveys, survey by interview, survey by
questionnaire (American Hospital Association and Ernst & Young, 1997),
boardroom observation, interviews (Francis, 1997) and mixed methods (Clarke,
1998).
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The use of a singular method is considered to have inherent advantages and
disadvantages. The use of a multi-method approach is thus considered valuable in
that the advantages of the individual methods selected are collectively captured
while

minimising

their

disadvantages.

Additionally,

opportunities

for

understanding causal relationships are enhanced due to the broader data gathered
and methodological and data triangulation opportunities presented Additionally,
opportunities for understanding causal relationships, the relation between variables
and reality, are enhanced due to the broader data gathered and methodological and
data triangulation opportunities presented (Clarke, 1998, p. 59).
A multi-method data collection approach is used in this descriptive-exploratory
collective case study research. Multi-method research has been identified as being
of particular value in case study research (Eisenhardt, 1989; Gillham, 2000; Yin,
2003). Indeed, Gillham asserts that the “use of multiple sources of evidence, each
with its strengths and weaknesses, is a key characteristic of case study research”
(2000, p. 2).
Hussey and Hussey (1997) note the need to use multi-methods when both
quantitative and qualitative data is considered necessary to best achieve the study
aims, because “no one kind or source of evidence is likely to be sufficient on its
own” (Gillham, 2000, p. 2). In this study the survey by questionnaire allowed the
collection of both quantitative data (i.e. Schwartz Value Survey data and
demographic data) and qualitative data (i.e. open-ended question responses). The
interview allowed for the collection of qualitative data. Miles (1979, p. 590)
suggests that when data is collected from the same setting the qualitative data can
effectively be ‘played off’ against the quantitative information, and thereby
produce a more powerful analysis than either could singularly produce.
Data collection instruments
In order to conduct this study, the development of data collection instruments
specific to each method was required. As suggested by DeVellis (1991, p. 51) I
drew upon the respective literature, theories and research conducted in both the
values and governance domains which frame the study in the developing the
instruments.
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Subsequently, as recommended by researchers Hussey & Hussey (1997, p. 58)
and Yin (2003, pp. 35-36) the questionnaire and interview schedule were
evaluated for face and construct validity. A five member panel was selected by the
researcher on the basis of their varied board directorship experience, academic
business research, psychology and governance ethics expertise. A pre-test of the
questionnaire was also conducted with three members to evaluate the
questionnaire instrument for direction and question clarity, readability and time
required for completion.
Suggestions received from the panel members regarding question clarity, layout
and completion time were selectively incorporated to improve the questionnaire
and interview schedule content and design prior to the conduct of the formal pilot
study. Pilot study participants provided additional feedback and suggestions that
were incorporated to enhance the final questionnaire content and interview
schedule format. Specifically, pilot study feedback prompted the removal of two
decision scenarios, and afforded the opportunity to enhance the focus and
structure of individual questions and the questionnaire format.
Questionnaire
The questionnaire comprised two sections: Section A, the Schwartz Values
Survey (1992) and values questions, and Section B, governance, governing board
and demographic questions.
Directors were surveyed using an individually administered questionnaire
(Appendix 3.7). This procedure follows the survey method used by the nonexecutive director research group PRO:NED (2006, p. 9) who seek data directly
from directors rather than collectively from organisations. Open ended and closed
questions (Dillman, 1978, pp. 86-92) were used to gather quantitative and
qualitative data. The questionnaire sought information regarding each individual’s
personal value priorities, perceptions of how their value priorities influence their
decision-making in their directorship role, experience of values conflict situations,
demographic characteristics, personal position on the role of the governing board,
and their board’s activity emphasis.
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Research authors such as Alreck and Settle (1995, pp. 143-179), Bailey (1997, pp.
97-10), Dillman (1978, 2000), Fink (2006), Foddy (1993, pp. 126-152), Gillham
(2000a), Oppenheim (1998), Oyster, Hanten and Llorens (1987, pp. 90-93) and
Polgar and Thomas (1995, pp. 11-12) were consulted regarding the principles of
questionnaire structure and question formulation that were incorporated into the
design and content development of the questionnaire. During the questionnaire
design phase, avoidance of potential areas of measurement error such as nonresponse error (Salant & Dillman, 1994), the questionnaire completion time, and
the threat a question might pose were considered (Foddy, 1993, pp. 112-125). I
viewed addressing these issues as critical to maximising the likelihood of
questionnaire completion and return.
Questionnaire Section A: Schwartz Value Survey and values questions
Review of individual values measurement instruments
In this study the research issues under exploration were identified in advance. As
the study builds upon pre-existing disciplinary knowledge regarding these issues
the opportunity existed as Stake suggests to consider the use of “developed
instruments and preconceived coding schemes” (2000, p. 439). I therefore
endeavoured to select from existing individual value measurement instruments the
one I considered to be the most context appropriate, culturally relevant,
theoretically substantiated and administratively advantageous for this study.
In line with my intention to use the best scale for a “thorough assessment of
values” (Lindeman & Verkasalo, 2005, p. 177) and following an extensive review
of the values literature and examination of available values measurement
instruments, the Schwartz Value Survey (1992) was chosen as the most
appropriate instrument for use in this descriptive-exploratory study to profile
participants’ personal value priorities.

The survey instrument is based on

Schwartz’s extensive development and testing of a theoretical framework of value
structure and content (Devos, Spini & Schwartz, 2002) and is noted by Lindeman
and Verkasalo (2005, p. 170) to be the most commonly used instrument in
contemporary values research.
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Rationales for the selection of the Schwartz Value Survey and for rejection of
alternative instruments, the theoretical framework that underpins the Schwartz
Value Survey and the survey instrumentation are now discussed.
Within the extensive body of values research literature, it is apparent that the
measurement of personal values has been considered from a myriad of
disciplinary perspectives by researchers who have progressively evolved both the
conceptual work on personal values and personal value priority measurement.
Braithwaite and Scott (1991, p. 661) highlight that values researchers work in an
area which has conceptual diversity and theoretical fragmentation, and that the
resultant empirical studies deriving from such differing preconceptions have
seemingly failed to yield a cumulative domain of knowledge.
That marked diversity is therefore seen in personal values measurement
instruments is not surprising. The values research literature reveals a substantial
number of exceptionally diverse value taxonomies and individual values
measurement instruments. Indeed, Braithwaite and Scott charge that the scales
available do not reflect a convergence of views at the conceptual level, but that
instruments measure values using “abstract philosophical issues that transcend
cultural boundaries…drawing upon a broad range of goals, ways of behaving, and
states of affairs that are valued in Western societies…and by focusing more
narrowly on personal, interpersonal or moral behaviour held in high regard in
Western cultures” (1991, p. 661).
Amongst the available instruments notable differences exist with respect to the
value items included by researchers, dimensions used for item evaluation, and the
relevance and applicability for use in varied cultural contexts. Indeed Braithwaite
and Scott assert that few instruments provide “justification for focusing on
particular facets of the value domain or...systematic sampling of items to represent
these facets” (1991, p. 666). This criticism is considered by the researcher to have
been addressed by the extensive theoretical development and cross-cultural
evaluation of the Schwartz Value Survey.
Item sampling and single item measurement have presented researchers with
particular challenge (Braithwaite & Scott, 1991, p. 664-666), and the advantages
and disadvantages of single value items measurement using ranking or rating
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procedures has been extensively debated (Alwin & Krosnick, 1985; Feather,
1973; McCarthy & Shrum, 2000; Munson, 1984, pp. 19-20). However, in
investigating these two procedures for measuring values systems Feather (1973, p.
221) determined that using a ranking or rating “assessment procedure per se had
little effect on the average value systems that were obtained”. The Schwartz Value
Survey measures 57 single value items using a rating procedure.
Twenty-two individual value priority measurement instruments identified in
Appendix 3.8 were reviewed for possible use in this study. Each instrument was
considered with regard to the research question and study context. The Schwartz
Value Survey was selected because of the extensive evaluative procedures the
instrument has undergone and the wide-ranging published use of this tool in
values research. This instrument is suitable for use in this study as it allows value
priorities to be compared for variation between individuals, groups and cultures
and to “relate value priorities to their antecedents and consequences” (Schwartz,
1992, p. 60) as required in this study.
Specifically, the Schwartz Value Survey was selected for use in this study based
on the following conceptual issues:
a)

strength of theoretical argument and testing supporting the instrument’s
development;

b)

comprehensiveness of the value content with the inclusion of 57 value items
determined to be universal to all individuals;

c)

equivalence of meaning of the value content;

d)

alignment of the representative value items with eleven primary
motivational types which in turn align with four higher order value types;

e)

strong empirical support that no motivational value types were missing
based on the results of large scale multi-cultural population studies;

f)

the concept of values being on a motivational continuum serving individual
interests, collective interests and mixed interests, which while conceptually
seen to be continuous could also be considered to be discrete (Schwartz,
1992, pp. 45-46);
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g)

the existence of value structures, the notion that values apparently serve one
universal principle that influences individuals’ experiences of value
compatibility and conflict;

h)

that relations of compatibility and conflict among the values and
motivational types were identifiable; and additionally

i)

identified criteria for the removal of participants’ data from a study, if this
should prove necessary, was seen as an advantage in the administration of
this instrument.

The theory underpinning the instrument can be seen to have evolved as a result of
extensive testing of diverse populations that have varied with regard to
demographic characteristics such as gender, age, education, profession,
religiosity, political affiliation (Schwartz, 1992, 1994, 1996, 2006; Schwartz &
Boehnke, 2004) and culture (Schwartz & Boehnke, 2004; Schwartz & Sagiv,
1995; Schwartz, Sagiv & Boehnke, 2000).
In line with the evolution of the theoretical framework, modifications have been
made to the full instrument, which continues through progressive revisions and
versions to be referred to as the Schwartz Value Survey. For example, individual
value items have been added to or removed from respective versions, the
spirituality primary motivational value type (and related value items) was
excluded in later versions, and less value items used in cross cultural population
studies (Devos, Spini & Schwartz, 2002, p. 486, Schwartz, 1994). In reviewing
research studies using the SVS and considering the use of the ensuing results for
comparison, it is important to appreciate these evolutionary and contextual
variations.
Twenty-one of the twenty-two instruments I considered for use in this study were
thus determined unsuitable and rejected on the basis of at least one of four key
reasons which are now discussed.
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1.

A poorly defined conceptualisation of values, and insufficient information
about the validity and reliability of the respective instrument. For example,
the Value Profile developed by Bales & Couch in 1969 (Braithwaite &
Scott, 1991) had no information available on the reliability or validity of
the instrument.

2.

A sound conceptualisation of values, established validity and reliability,
but considered impracticable to administer because of the voluminous item
measurement requirements. For example, Hall (1995) developed a theory
of values that integrated more than 40 human growth and development
theories to define 125 values grouped by characteristics. He identified that
the values were validated, stable across several languages and cultures, and
allowed location of current value priorities across a span of human
development. Hence, while considered conceptually sound, the instrument
was determined to be of such unwieldy proportion that use in terms of time
required for completion was unviable for this study.

3.

Value taxonomies and measurement constructs considered of greater
relevance to specific research populations, or limited contexts. For
example, McDonald and Gandz (1991) provided theoretical substantiation
for development of their tool based on 358 value items identified from
participant interviews that they aggregated into a manageable 21
dimensions. The instrument, however, is clearly oriented toward
individuals such as managers and human resource practitioners, with
respect to measurement of their values within an organisational context
(Lawrence, 1997; McDonald & Gandz, 1991). Similarly, the List of
Values (Madrigal, 1995) has an extremely limited value taxonomy that is
clearly suited to use in research oriented toward the exploration of
individual consumer values. Indeed, Richins and Dawson (1992) warn that
decreasing the number of items in value taxonomies (for example in the
List of Values) can result in over-simplification of complex psychological
phenomena.

4.

Lack of single value item identification and measurement. For example,
the Short Schwartz Value Survey (Lindeman & Verkasalo, 2005) requires
individuals to report their values in terms of broad groups of value items
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identified under the umbrella of ten respective primary motivational types.
This situation, while potentially offering expediency in administration,
precludes gathering “detailed and comprehensive” information on value
items and the possible identification of single value item variance between
individuals and groups (Lindeman & Verkasalo, 2005, p. 177). Similarly
the Portrait Values Questionnaire (Lindeman & Verkasalo, 2005) requires
responses that preclude identification of single value item variance
between individuals and groups.
I determined it invaluable to the requirements of this research study that the
survey allowed for the identification of an individual’s numerical ‘importance’
rating for each of the 57 single value items. This in turn allowed the individual
value item numerical ratings to be collated together within their respective
primary motivational types and thereafter higher order value types, in order to
create a mean value for each discrete primary motivational type and higher order
value type for a given individual. As Schwartz (1992, p. 44) notes this permits the
opportunity for the exploration of differences in value priority profiles between
individuals
Schwartz’s theory on the content and structure of values systems
In 1987 Schwartz and Bilsky (Schwartz, 1992, 1994) originated their conceptual
definition of values and theory on the content and structure of values systems.
Subsequently, Schwartz has worked extensively in conjunction with a variety of
researchers to evolve both the theory and Schwartz Value Survey. As the theory
frames this study, and to provide a foundation for the forthcoming presentation
and discussion of the results, the theory and survey instrument are now discussed
in detail.
Schwartz (1992) acknowledges that the seminal work of Rokeach (1973) provided
the foundations for the development of the theory on the content and structure of
values systems. The theory is founded upon Rokeach’s earlier theoretical
conceptualisation of values as criteria that people use to select and justify their
actions and evaluate the self, other people and events. Specifically, values are
defined as being “cognitive representations of people’s important goals or
motivations” which serve as guiding principles in people’s lives (Barnea and
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Schwartz, 1998, p. 18). Such values may vary in importance between individuals
and at different points in an individual’s life.
Fifty-seven value items are identified in the Schwartz Value Survey, twenty-one
of which are identical to those on the Rokeach survey. The 57 value items on the
survey comprise both terminal values (values that represent terminal goals, end
states, phrased as nouns) and instrumental values (values that represent
instrumental goals, modes of behaviour, phrased as adjectives). The
meaningfulness of the terminal-instrumental distinction for the organisation of the
values was supported by Schwartz and Bilsky who found that distinct regions in
their multidimensional value space analysis were occupied almost exclusively by
either terminal or instrumental values (Schwartz, 1992, pp. 15-17).
The theory on the content and structure of values systems suggests that values can
be distinguished on the basis of the motivational goal they express. Each primary
motivational value type is defined in terms of a central goal (the end state to
which it is directed). Ten motivational value types defined as universal are
considered motivationally distinct. They are: self-direction; stimulation;
hedonism; achievement; power; security; conformity; tradition; benevolence; and
universalism. An eleventh motivational value type, spirituality, which is argued to
be influenced by cultural variance, is also recognised. The 11 motivational value
types were derived from verified cross-cultural research that considered the
universal requirements of the human condition (Schwartz, 1992, 2012; Schwartz
& Sagiv, 1995).
Notably, whilst multi-nation cross cultural studies conducted by Schwartz (1994)
and Schwartz and Boehnke (2004) did not include measurement of the spirituality
value type, and researchers who conducted studies in single culture settings such
as Lindeman and Verkasalo (2005) and Feather (2004; personal communication
Professor Feather 2006) in Australia also elected not to explore the domain,
researchers Sarros et al. (1999) did elect to include the spirituality domain in their
Australian study.
In this study participants’ personal values are measured with respect to the 11
motivational value types. The researcher’s decision to include the spirituality
motivational value type is based on the following reasons: a proportion of the
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participants are drawn from boards which are affiliated with or owned by religious
organisations or are themselves members of religious orders; and because as
Devos, Spini and Schwartz suggest it allows “enhanced comparability to studies
using the same value inventory” (2002, p. 487). The use by Sarros et al. (1999) of
the 57 item SVS in their study and publication of results pertaining to the
spirituality primary motivational type provide such a comparative opportunity.
Single value items represent the motivational value type when “actions that
express the value or lead to its attainment promote the central goal of the type”
(Barnea & Schwartz, 1998, p. 18). Each primary motivational value type has a
defining motivational goal that expresses the value type, and its representative
value items.
Table 3.1 illustrates the 11 primary motivational value types in the left hand
column, the defining motivational goal for each primary motivational type in the
central column and the relevant representative value items for each primary value
type in the right hand column.
Table 3.1 Schwartz primary motivational value types, defining motivational goals,
and associated individual representational value items
Primary motivational
value type: Universal

Defining motivational goal

Representative value
items

1.

Self-direction

Independent thought and action,
choosing own goals, creating,
exploring

1.
2.
3.
4.
5.
6.

Freedom
Creativity
Independent
Choosing own goals
Curious
Self-respect

2.

Stimulation

Excitement, novelty and challenge
in life

7.
8.
9.

An exciting life
A varied life
Daring

3.

Hedonism

Pleasure or sensuous gratification
for oneself

10. Pleasure
11. Enjoying life
12. Self-indulgent

4.

Achievement

Personal success through
demonstrating competence
according to social standards

13.
14.
15.
16.
17.
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Ambitious
Influential
Capable
Successful
Intelligent

Primary motivational
value type: Universal

Defining motivational goal

Representative value
items

5.

Power

Attainment of social status and
prestige, and control or
dominance over people and
resources

18.
19.
20.
21.

6.

Security

Safety, harmony and stability of
society, of relationships and of
self

7.

Conformity

Restraint of actions, inclinations,
and impulses likely to upset or
harm others and violate societal
expectations or norms

23. National Security
24. Reciprocation of
favours
25. Family security
26. Sense of belonging
27. Social order
28. Healthy
29. Clean
30. Obedient
31. Self-discipline
32. Politeness
33. Honouring of parents
and elders

8.

Tradition

Respect, commitment and
acceptance of the customs and
ideas that one’s culture or religion
impose on the individual

34. Respect for tradition
35. Devout
36. Accepting my portion
in life
37. Humble
38. Moderate

9.

Benevolence

Preservation and enhancement of
the welfare of people with whom
one is in frequent personal contact

39.
40.
41.
42.
43.
44.
45.

Understanding, appreciation,
tolerance, and protection for the
welfare of all people and for
nature

46.
47.
48.
49.
50.
51.
52.

Meaning and inner harmony
through the transcendence of
everyday reality

54.
55.
56.
57.

10. Universalism

Social power
Wealth
Authority
Preserving my public
image
22. Social recognition

Helpful
Responsible
Forgiving
Honest
Loyal
Mature love
True friendship

Equality
Unity with nature
Wisdom
A world of beauty
Social justice
Broad-minded
Protecting the
environment
53. A world at peace

Primary motivational
value type: Cultural
11. Spirituality

Table developed from Schwartz (1992, 1996, 2012)
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A spiritual life
Meaning in life
Inner harmony
Privacy

Five of the motivational value types primarily serve individual interests (power,
achievement, hedonism, stimulation, self-direction). These form a region, opposed
to another region formed by 3 motivational value types that primarily serve
collective interests (benevolence, tradition, conformity). The remaining 2
motivational value types serve both interest types, and are located between the
boundaries of the regions (universalism and security). Figure 3.1 presents
Schwartz and Boehnke’s (2004, p. 233) modified quasi-circumplex model that
illustrates the structural relationship between 10 of the motivational value types.
Figure 3.1: Theoretical model of relations among ten motivational types of values

OPENNESS
TO CHANGE

SELFTRANSCENDENCE

Universalism
*

Self- *
direction

Benevolence
*

*
Stimulation
*
Hedonism

Conformity
*

*
Achievement

* Tradition
*
Security

*
Power

CONSERVATION

SELF- ENHANCEMENT

Source: Schwartz and Boehnke (2004, p. 233)

The motivational value types have both compatibility and conflict relationships.
That is, the pursuit of a certain value type (actions taken which have
consequences, be they practical, psychological or social) is compatible or in
conflict with the pursuit of other value types (Barnea & Schwartz, 1998;
Schwartz, 1992) and the “total pattern of relations of conflict and compatibility
among value priorities yields a structure of values systems” (Barnea & Schwartz,
1998, p. 18).

Chapter 3 Page 93

Nine sets of compatible motivational value types are identified. In Figure 3.1
compatible value types are in close proximity to each other around the circle,
whilst competing value types are seen to come from the centre in opposing
directions. Compatible sets of motivational types and the reason that simultaneous
pursuit of the values from those types is considered compatible are identified in
Appendix 3.9. Four sets of conflicting motivational value types are identified.
Conflicting sets of motivational types and the reason that simultaneous pursuit of the
values from those types is considered in conflict are identified in Appendix 3.10.
In practice, for example, the pursuit of self-direction value activities (i.e. selection
of mission driven strategic goals and ensuring financial due diligence) by
directors is compatible with the pursuit of universalism value activities (i.e.
choosing to retain a mission driven service which is an acknowledged financial
loss centre). Conversely, the pursuit of achievement value activities by directors
(i.e. creating shareholder value and achievement of financial targets) may come
into conflict with the pursuit of benevolence value activities (i.e. staffing retention
issues) and/or universalism value activities (i.e. retention of mission driven
service/the provision of expensive medications without on flow cost to patients).
The theory additionally identifies that the 10 motivational value types can be
organised into 4 higher order value types (self-transcendence, self-enhancement,
openness to change and conservation). In Table 3.2 the 9 motivational value types
identified on the right hand side of the table are seen to fit discretely into the 4
higher order value types identified on the left hand side of the table. The tenth
motivational value type (hedonism) is related closely to the openness to change
higher order value type, and also but to a lesser degree to the self-enhancement
higher order value type (Schwartz & Boehnke, 2004).
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Table 3.2 Higher order value types and associated motivational value types
Higher order value type

Motivational value type

Openness to change
Emphasises independent thought and action
and favouring change
Self-enhancement
Emphasises pursuit of own relative success
and dominance over others
Conservation
Emphasises submissive self-restriction to
preserve the status quo
Self-transcendence
Emphasises acceptance of others as equals
and concern for their welfare

Self-direction
Stimulation
Hedonism
Hedonism
Achievement
Power
Security
Conformity
Tradition
Benevolence
Universalism

Table adapted from Barnea and Schwartz (1998); Schwartz (1992); Schwartz and Boehnke (2004).

Supported by cross-cultural research, the theory identifies a structural relationship
between the 10 primary universal motivational value types and 4 higher-order
value types (Schwartz, 1992; Schwartz & Sagiv, 1995). The structural relation of
these primary motivational types and higher order types is illustrated in Figure
3.1. It is noted that spirituality is not located on this diagram. However, the
location suggested as most likely for the spirituality type falls between
benevolence and tradition, with a location between benevolence and universalism
also possible (Schwartz and Sagiv, 1995).
These 4 higher order value types form a two dimensional structural relationship in
which:
a)

The openness to change higher order value type, which reflects the manner
in which individuals are motivated by values to “follow their own emotional
and intellectual interests in unpredictable and uncertain directions”
(Schwartz & Boehnke, 2004, p. 236) forms a bipolar dimension with the
conservation higher order value type, that reflects the manner in which they
are motivated to “preserve the status quo and the certainty it provides”
(Schwartz & Boehnke, 2004, p. 236); and

b)

The self-enhancement higher order value type, in which individuals are
motivated to “enhance their own personal interests even at the expense of
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others” (Schwartz & Boehnke, 2004, p. 236), forms a bipolar dimension
with the self-transcendence higher order value type in which individuals are
motivated to “transcend selfish concerns and promote the welfare of others,
close and distant” (Schwartz & Boehnke, 2004, p. 236).
Measurement procedure for the Schwartz Value Survey (1992)
In this study the Schwartz Value Survey was used to determine individual
directors’ value priority profiles by measuring the importance participants ascribe
to 57 single value items. A rank-rate procedure was used in order to familiarise
the participant with the values on the survey and act as an anchor point for
subsequent responses.
Firstly, participants were asked to consider each of the 57 value items listed and
rank their 3 most important and 3 least important values. Thereafter, participants
were requested to consider each value item and to provide a numerical rating for
the importance of each item as a guiding principle in their life. The nine point
Likert scale used in the Schwartz Value Survey is structured as follows: (–1)
opposed to my values, (0) not important, (1 and 2 not labelled), (3) important, (4
and 5 not labelled), (6) very important, and (7) of supreme importance (Schwartz,
1992, p. 17). Whilst researchers have suggested that a scale with 5-7 response
choices is optimal (Lindeman & Verkasalo, 2005, p. 174), Lawrence (1997, p.
148) contends the use of a nine point Likert scale is advantageous as it allows for
finer discriminations to be made by participants when providing their responses.
The survey analysis procedure aligned with the descriptive statistical requirements
of this study (Devos, Spini & Schwartz, 2002; Sarros et al., 1999; Schwartz,
1992). For each participant, the numerical rating provided for each of the 57
representative value items was identified. The numerical rating for each value
item was then compiled into the corresponding primary motivational value type,
to obtain a mean numerical figure for each type. Following the identification of a
mean numerical figure for each of the 11 primary motivational value types, these
were further compiled into the corresponding 4 higher order value types to obtain
a mean numerical figure for each type. Thus, each participant’s value profile
includes a singular numerical figure for each of the 57 representative value items,
11 primary motivational value types, and 4 higher order value types.
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Personal values research studies conducted by Feather (2004), Sarros et al. (1999)
and Schwartz (1992) support the use of mean or averaged scores obtained for
value items and value dimensions as a basis for comparison of varied groups’
values profiles. The mean value profiles obtained from directors in this study were
collated to enable the profiles of directors serving public and private organisations
to be compared. Comparisons were also undertaken with respect to number of
identified demographic characteristics.
In addition to the Schwartz Value Survey, Section A included open-ended
questions which sought to gain qualitative data about directors’ perceptions of the
influence of values on their directorship role decision-making.
Questionnaire Section B: Demographic profile and governance questions
As identified in Chapter Two, values research studies identify demographic
factors that are considered to have the potential to influence individuals’ value
priorities. I therefore considered it appropriate to explore demographic factors that
may potentially influence the personal value priorities of individual directors
participating in this study. Participant responses to demographic questions were
collated and descriptive statistics used to identify directors’ demographic
characteristics. Demographic data enabled comparison of individual directors both
within and between respective hospital governing boards. Directors’ personal
value priority profile data was evaluated in light of the descriptive statistics
generated.
Additional questions sought to gain data about directors’ perceptions of the role of
their governing board and the use of governance theories framing their practice.
Interviews
Individual interviews were conducted with directors to gather data regarding: their
views on factors which shaped their personal value priorities; perceptions of the
role of directors’ personal value priorities on director decision-making; the
identification of issues or situations experienced which created conflict as a result
of perceived differences in individual directors’ value priorities; their board’s
current selection, induction and performance evaluation processes and in
particular the use of individual values identification in these processes; and the
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identification of the use of any governance model or theory which their board uses
to frame director practice.
As suggested by Polgar and Thomas (1995, pp. 137-139) development of the
interview schedule was based on a review of the values and governance literature
and the aims of the study. A semi-structured interview schedule as described by
Gillham (2000b) was used to guide the conduct of the interviews, and allowed for
both coverage of identified questions and exploration of additional issues of
potential significance incidentally raised during the interview. Interview times
ranged between 45 minutes and 2 hours, with most concluded within 1 hour.
Ideally, interviews were conducted after the administration and return of
questionnaires from members of the board with which the director was affiliated.
Conduct of the interview at this point afforded the opportunity to clarify any
issues highlighted by the analysis of the questionnaires. This was, however, not
always practicable given the questionnaire distribution issues that arose and the
challenges of accessing and arranging interview times with directors.
Digitally recorded interviews were transcribed by a research assistant, however I
subsequently reviewed each transcript by listening to the interview and
comparing and correcting the transcript text as required. Thereafter, I completed
the analysis of the interview data. Analysis of each transcript allowed data to be
selectively placed into themed categories i.e. categorical aggregation (Creswell,
1998, p. 249). Additionally, as discussed by Creswell (1998, p. 141, pp. 153154, pp. 249-251) and Stake (1995, pp. 71-89) I used within-case and cross-case
analysis to enable the identification of single instances and patterns amongst the
data, issue-relevant meanings and the identification of new emergent themes.

Summary
The case study methodology was determined to fit with the scope and focus of
this study and to allow for the exploration and appreciation of a phenomenon of
interest within complex organisational contexts. The mixed methods data
collection strategy selected for use in this study permitted the collection of
complementary quantitative and qualitative data, and provided opportunity for
methodological triangulation.
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Two data sets (survey and interview) inform this study. The thrust of this research
is descriptive-exploratory, and both descriptive statistical analysis of the
quantitative survey data and thematic analysis of the qualitative survey and
interview data underpin the investigation. The statistical data are enhanced by the
qualitative data that provides contextual meaning to and the opportunity for
increased understanding of the issues under exploration.
The Schwartz Value Survey is identified as the personal values measurement
instrument selected for use in this study. The theory supporting the Schwartz
Value Survey, the instrument constructs and analysis procedures have been
identified and discussed. Additionally, the research setting and participants have
been identified, ethical considerations attendant to the conduct of this study
considered and methodological limitations acknowledged.
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Chapter Four: Directors’ personal values and influencing
factors
Introduction
The Values Guided Governance conceptual model (Chapter One) incorporates
three key areas of exploration, one of which is individual directors’ personal
values. This chapter presents the survey participant demographic profile, and
summarised survey and interview findings that describe directors’ value priorities
and factors influencing their priorities. As all descriptive statistical data presented
throughout the chapter are rounded, the reported results may not consistently
equal 100 percent.

Demographic profile of survey participants
Section B of the questionnaire sought demographic information from directors in
order to identify factors that may influence their personal value priorities.
Health sector board membership
Using individual coding, survey respondents were classified as private or public
sector board members. Of the 30 respondents, 17 (57%) were members of a
private non-profit health board (PNP) and 13 (43%) were members of a public
Metropolitan Health Service board (MHS).
Directorship appointment
Directors were asked to identify if their current appointment was in an executive
or non-executive director capacity. Each of the 30 (100%) respondents identified
they were non-executive directors. A respondent’s non-executive status denotes
that he or she is an external board member appointed in accordance with the
organisation’s board recruitment and selection process.
Chairperson appointment
Directors were asked if they were currently serving the board in the capacity of
Chairperson and/or Chief Executive. 7 (23%) respondents identified that they
were serving in the role of Chairperson.
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Period of board service
Directors were asked to identify their first year of appointment to the board. The
earliest year reported was 1989 whilst the most recent was 2006. Respondents’
years of board service ranged between less than 1 year (first year of appointment
2006) and 17 years (first year of appointment 1989). The average service period
was 5 years.
PNP respondents’ length of service ranged between 1 year (appointment 2005)
and 17 years (appointment 1989), with the average service period being 6.8 years.
MHS respondents’ length of service ranged between less than 1 year (appointment
2006) and 6 years (appointment 2000), with the average service period being 3.4
years.
Concurrent board appointments
Directors were asked if they held any concurrent board appointments. Twenty-two
(73%) respondents reported they held between one and five other board
appointments. Of the directors holding concurrent appointments 14 (64%) served
PNP boards whilst 8 (36%) served MHS boards.
The additional directorships appointments were predominantly non-executive,
held on both public and private sector boards and in varied sectors. However, the
profile of board appointments held by directors from the private non-profit and
public sectors were noted to differ. The PNP directors mostly held appointments
on a diverse range of medium to larger sized non-profit organisations and listed
companies whereas MHS directors mostly held appointments with small to larger
sized community, local and state government and non-profit organisations.
Sex
Directors were asked to indicate their sex. Eighteen (60%) respondents were male
and 12 (40%) respondents were female. Of the 17 PNP respondents, 14 (82%)
were male and 3 (18%) were female. Of the 13 MHS respondents 4 (31%) were
male and 9 (69%) were female.
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Age
Directors were asked to indicate their year of birth. Respondent birth years range
between 1926 and 1972. Respondent ages ranged between 34 years and 80 years.
Five (16%) were between 30-49 years of age, 20 (67%) were between 50-69 years
of age, and 5 (16%) were 70-80+ years of age. The 60-69 year age group was the
most frequently represented with 14 (47%) respondents. The average age of
respondents was 61 years.
The average age of PNP respondents was 63 years. With 1 (6%) being between
30-49 years of age, 13 (77%) between 50-69 years of age and 3 (18%) between
70-80+ years of age. The 60-69 year age group was the most frequently
represented with 9 (53%) respondents.
The average age of MHS respondents was 59 years. With 4 (31%) being between
30-49 years of age, 7 (53%) between 50-69 years of age and 2 (15%) between 7080+ years of age. The 60-69 year age group was the most frequently represented
with 5 (38%) respondents.
The results identified that the relative proportion of respondents in the 60+ year
age group serving PNP boards (71%) was higher than MHS boards (53%) whilst
the proportion of respondents in the 30-49 year age group serving MHS boards
(31%) was higher than for PNP boards (6%).
Country of birth
Directors were asked to indicate their country of birth. Twenty-nine (97%)
respondents identified they were born in Australia. One respondent (3%)
identified she was not born in Australia.
National / Cultural heritage
Directors were asked to identify their cultural heritage, the cultural group with
which they most closely identify. Twenty-six (87%) respondents identified their
cultural background as Australian, 2 (7%) identified their cultural background as
English, and 1 (3%) as European. One respondent did not provide an answer to
this question.
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Highest formal educational qualification
Directors were asked to indicate their highest formal educational qualification.
The qualifications attained by respondents ranged from a secondary school
certificate to a doctoral degree. The most frequently reported qualification was the
bachelor degree.
Seven (23%) respondents held qualifications at or above secondary school level.
Of these 1 (3 %) held a secondary school certificate, 3 (10%) a professional
certificate and 3 (10%) a Diploma. Twenty-three (77%) held tertiary qualifications
at or above the bachelor degree level. Of these 14 (47%) held a bachelor degree, 6
(20%) held a master degree and 3 (10%) a doctoral degree.
One respondent reported their qualifications (medical specialisation) within the
other category. Whilst recognising that this represents advanced training in the
discipline of medicine the result was categorised as a bachelor level qualification
as the MBBS is awarded at the bachelor level and specialisation recognised by the
respective medical college and board.
Professional qualifications
Directors were asked to indicate the discipline in which they held their principal
professional qualification. In the instance that a respondent reported they held
multiple qualifications in different disciplinary areas only one response, which
correlated with their self-reported main area of professional experience, was
included.
Respondents identified their qualifications were held across eleven discipline
categories, with law being the most frequently reported qualification. The
qualifications reported by respondents were in the following areas: 7 (23%) in
law; 5 (17%) in economics/banking; 4 (13%) in medicine; 3 (10%) in
accounting/commerce; 3 (10%) in commercial business; 2 (7%) in management
(business); 2 (7%) in health administration; 1 (3%) in nursing; 1 (3%) in theology;
1 (3%) in education and 1 (3%) in community services. Thus of the total
respondents 7 (23%) reported they held qualifications in health related disciplines
whilst 23 (77%) held qualifications in non-health related disciplines.
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Professional experience
Directors were asked to identify their main area of professional experience. In the
instance that a respondent reported their experience traversed two or more areas
only one response, which was viewed with regard to their self-reported
professional qualifications was included (i.e. health law was categorised under
law as this is a specialised area of legal practice). The percentages reported
following total 101% due to rounding.
Respondents identified their professional experience was within eight different
areas, with the health sector being the most frequently reported area. Respondents
reported their main experience was in the following areas: 7 (23%) in the health
sector (administration/policy/public hospitals/education); 6 (20%) in commerce
(banking/academia/finance/auditing); 5 (17%) in law (commercial/property/
governance/health); 3 (10%) in clinical medicine; 3 (10%) in commercial business
(property/retail/contracting); 2 (7%) in accounting; 2 (7%) in community services
and 2 in (7%) in government.
Of the total respondents 10 (33%) reported their main area of professional
experience as being in health related areas whilst 20 (67%) report their experience
was in non-health related areas.
Religious belief and practice
Directors were asked how they would best describe their religious belief and
practice. Of the total 30 respondents, 20 (67%) identified their belief system and
practice as religious (19 as Christian and 1 as non-Christian), 9 (30%) identified
their belief system as non-religious (8 reported they were agnostic whilst 1
reported they were atheistic), and 1(3%) identified they had no affiliation.
Of the 20 respondents reporting a religious belief system, 15 (75%) served PNP
boards and 5 (25%) served MHS boards. Of the 9 respondents identifying
themselves as non-religious, 2 (22%) served PNP boards and 7 (78%) served
MHS boards.

Chapter 4 Page 104

Political perspective
Political parties can vary in terms of their ideology. Directors were asked to
indicate their preferred position for each of two political dimensions by
identifying if, as a general rule, they would prefer to vote for a political party that
emphasised a defined position.
For political dimension one, 13 (43%) respondents reported they would prefer to
vote for a political party emphasising the pursuit of universal individual freedom
(1a), whilst 14 (47%) would prefer a party emphasising the preservation of the
social structure through law and order (1b). 1 (3%) respondent added that they
would prefer to vote for a party that emphasised both positions. Two (7%) of
respondents did not provide a response to this question.
For political dimension two, 23 (77%) respondents reported they would prefer to
vote for a political party emphasising the equality of individuals, co-operation and
mutual responsibility and the distribution of resources on the principles of
equality and need (2a), whilst 6 (20%) would prefer a party emphasising the
differential merit of individuals, competitiveness and responsibility only for the
self and the distribution of resources to reflect the unique contributions of
individuals (2b). One (3%) respondent did not provide a response to this question.
Research conducted by (Barnea & Schwartz, 1998) proposed that the selection of
dimensions 1a and 2b align with a ‘right’ political perspective whereas the
selection of dimensions 1b and 2a align with a ‘left’ perspective On this basis only
one PNP board respondent indicated a ‘right’ political preference, while ten
respondents (eight from PNP boards and two from public boards) held a ‘left’
preference.

Directors’ personal value priorities: survey data
Section A of the questionnaire presented directors with a table, adapted from the
SVS (1992), listing 57 single representative value items and the attendant
meanings. Directors were requested to consider the list and respond to questions
A1 and A2 that sought ranked information about their personal value priorities.
Question A3 presented directors with the original SVS (1992) and requested they
rate each of the 57 value items using a 7 point Likert scale. Representative value

Chapter 4 Page 105

items (and the attendant meaning) reported in the findings Tables 4.1–4.5 and
discussed thereafter are presented in italics exactly as they appear in the SVS
(1992) in order to accurately replicate the manner in which they are presented on
the instrument.
Acute health sector directors’ most important values
Directors were asked to identify the three representative value items they
considered most important as guiding principles in their lives.
Table 4.1 Values ranked the most important in directors’ lives
All survey respondents
N = 30 directors

PNP respondents
n = 17 directors

MHS respondents
n = 13 directors

Equality (6 respondents)

Meaning in life (3 respondents)

Equality (4 respondents)

As identified in Table 4.1 the value most frequently ranked first by all survey
respondents as the most important guiding principle in their lives is equality
(equal opportunity for all).
Variations between PNP respondents’ and MHS respondents’ most important
value rankings are noted. PNP sector respondents most frequently ranked meaning
in life (a purpose in life) as their most important guiding value whilst public sector
respondents most frequently ranked equality (equal opportunity for all) first.
As discussed in the methodology, the equality representative value item is located
within the universalism primary motivational value type (in which the defining
motivational goal is the understanding, appreciation, tolerance, and protection of
the welfare of all people and for nature) and subsequently self-transcendence
higher order value domain. Self-transcendence values are associated with concern
for collective interests, the “acceptance of others as equals and concern for their
welfare” (Schwartz, 1996, p. 5) where individuals are motivated to “transcend
selfish concerns and promote the welfare of others, close and distant” (Schwartz
& Boehnke, 2004, p. 236).
The meaning in life representative value item is located within the spirituality
primary motivational value type (in which the defining motivational goal is
meaning and inner harmony through the transcendence of everyday reality).
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In reflecting on the ranked responses I noted that whilst several values were
clearly more consistently selected over others there was nonetheless a range of
representative value items chosen by individuals as being most important to them
(29 of the 57 values were included in the three most important rankings).
Further analysis of the data revealed that when the 30 respondents’ three most
important ranked value responses were collectively evaluated using a weighting
technique (Ranked first = 1; Ranked second = 0.67; Ranked third = 0.33) four
values were clearly weighted over others as the most important guiding principles in
respondents’ lives: honesty (being genuine, sincere) 7.01; social justice (correcting
injustice, care for the weak) 6.68; meaning in life 6.67 and equality 6.66.
The values ranked most important by weighting by the PNP respondents were
meaning in life 4.67, honesty 4.34 and being healthy (not being sick physically or
mentally) 2.34. The values ranked most important by weighting by MHS
respondents were social justice 4.68, equality 4.66 and honesty 2.67.
Acute health sector directors’ least important values
Directors to identify in ranked order of importance the three representative value
items they considered least important as guiding principles in their lives.
Table 4.2 Values ranked the least important in directors’ lives
All survey respondents
N = 30 directors

PNP respondents
n = 17 directors

MHS respondents
n = 13 directors

Social power (7 respondents)

Social power (5 respondents)

Self-indulgent
Devout
(3 respondents each)

As identified in Table 4.2 the value most frequently ranked first by all survey
respondents as the least important guiding principle in their lives is social power
(control over others, dominance).
Variations between PNP respondents’ and MHS respondents’ least important
value rankings are noted. PNP respondents ranked social power (control over
others, dominance) as the least important guiding value whilst MHS respondents
ranked being self-indulgent (doing pleasant things) and devout (holding to
religious faith and belief) equally as their least important.
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As discussed in the methodology the social power representative value item is
located within the power universal primary motivational value type (in which the
defining motivational goal is attainment of social status and prestige, and control
or dominance over people and resources) and subsequently within the higher
order self-enhancement value domain. Self-enhancement values are associated
with concern for individual interests and emphasise the “pursuit of one’s own
relative success and dominance over others” (Schwartz, 1996, p. 5) where
individuals are motivated to “enhance their own personal interests even at the
expense of others” (Schwartz & Boehnke, 2004, p. 236).
The self-indulgent representative value item is located within the hedonism
universal primary motivational value type (in which the defining motivational
goal is pleasure or sensuous gratification for oneself). Hedonism is subsequently
located within both the higher order value domains of self-enhancement and
openness to change (in which the emphasis is independent thought and action and
favouring change).
The devout representative value item is located within the tradition universal
primary motivational value type (in which the defining motivational goal is
respect, commitment and acceptance of the customs and ideas that one’s culture or
religion impose on the individual). Tradition is subsequently located in the
conservation higher order value domain (in which the emphasis is on submissive
self-restriction to preserve the status quo).
In reflecting on the ranked responses I again noted that whilst several values were
clearly more consistently selected over others there was a range of representative
value items chosen by individuals as being least important to them (22 of the 57
values were included in the three least important rankings).
Further analysis of the data revealed that when the 30 respondents’ three least
important ranked value responses were collectively evaluated using a weighting
technique (Ranked first = 1; Ranked second = 0.67; Ranked third = 0.33) 4 values
were clearly weighted over others as the least important guiding principles in
respondents’ lives: social power 9.33; preserving my public image (protecting my
‘face’) 8.67; being self-indulgent 5.34 and being devout 5.0.
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The values ranked least important by weighting by the PNP respondents were
social power 5.67, preserving my public image 4.66, being daring (seeking
adventure, risk) 4.0 and wealth (material possessions, money) 3.0. The values
ranked least important by weighting by MHS respondents were being devout 5.0,
preserving my public image 4.01, being self-indulgent 3.67 and social power 3.66.
Representative value items
Directors were asked to rate each of the 57 representative value items identified
on the Schwartz Value Survey (1992). Table 4.3 presents the mean score for each
representative value item for all respondents collectively, private sector (PNP) and
public sector (MHS) respondents.
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Table 4.3 Representative value items: rated results
Representative value item*

All survey
respondents

PNP
respondents

MHS
respondents

N = 30
(mean score)

n = 17
(mean score)

n = 13
(mean score)

5.43
4.33
5.20
4.90
4.43
5.43

5.47
4.24
4.88
4.94
4.12
5.35

5.38
4.46
5.62
4.85
4.85
5.54

7. An exciting life
8. A varied life
9. Daring

4.23
4.70
3.00

4.53
4.29
2.59

3.85
5.23
3.54

10. Pleasure
11. Enjoying life
12. Self-indulgent

2.60
4.90
2.59

2.76
4.76
2.67

2.38
5.08
2.54

13.
14.
15.
16.
17.

Ambitious
Influential
Capable
Successful
Intelligent

4.40
4.40
5.57
5.03
5.40

4.24
4.12
5.41
5.18
5.41

4.62
4.77
5.77
4.85
5.38

18.
19.
20.
21.
22.

Social Power
Wealth
Authority
Preserving my public image
Social Recognition

1.03
2.83
3.00
2.63
4.00

1.12
2.94
3.47
3.06
3.59

0.92
2.69
2.38
2.08
4.54

23.
24.
25.
26.
27.
28.
29.

National Security
Reciprocation of favours
Family security
Sense of belonging
Social Order
Healthy
Clean

3.93
3.13
6.07
4.70
4.47
5.77
3.93

4.59
3.35
5.94
4.59
5.24
5.76
4.12

3.08
2.84
6.23
4.85
3.46
5.77
3.69

30.
31.
32.
33.

Obedient
Self-discipline
Politeness
Honouring of parents and elders

3.93
4.67
4.27
4.60

4.29
4.71
4.47
4.82

3.46
4.62
4.00
4.13

34.
35.
36.
37.
38.

Respect for tradition
Devout
Accepting my portion in life
Humble
Moderate

3.63
3.10
3.30
3.87
3.67

4.00
4.00
3.47
3.82
3.82

3.15
1.92
3.08
3.92
3.46

1.
2.
3.
4.
5.
6.

Freedom
Creativity
Independent
Choosing own goals
Curious
Self-respect
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Representative value item*

All survey
respondents

PNP
respondents

MHS
respondents

N = 30
(mean score)

n = 17
(mean score)

n = 13
(mean score)

39.
40.
41.
42.
43.
44.
45.

Helpful
Responsible
Forgiving
Honest
Loyal
Mature love
True friendship

5.53
5.43
4.57
6.03
5.03
5.10
5.27

5.41
5.76
4.65
6.29
5.00
5.29
4.94

5.69
5.00
4.46
5.69
5.08
4.85
5.69

46.
47.
48.
49.
50.
51.
52.
53.

Equality
Unity with nature
Wisdom
A world of beauty
Social justice
Broad-minded
Protecting the environment
A world at peace

5.53
3.77
5.37
4.27
5.77
5.13
4.30
5.47

5.53
3.47
5.18
4.12
5.35
4.71
4.24
5.41

5.77
4.15
5.62
4.46
6.31
5.69
4.38
5.54

54.
55.
56.
57.

A spiritual life
Meaning in life
Inner harmony
Privacy

4.13
5.47
5.20
4.43

4.82
5.35
5.18
4.12

3.23
5.62
5.23
4.85

* Representative Value Items are grouped according to Primary Motivational
Value Type and colour matched to their Higher Order Value Type. Hence the
order of value items presented in Table 4.3 differs from the order of presentation
on the Schwartz Value Survey (1992).
When all survey respondents were requested to rate each of the 57 representative
values the mean scores revealed the most important values were family security
(safety for loved ones) 6.07, honesty 6.03, social justice 5.77 and being healthy 5.77.
The values rated most important by the PNP respondents were honesty 6.29,
family security 5.94, being responsible (dependable, reliable) 5.76 and being
healthy 5.76. The values rated most important by MHS respondents were social
justice 6.31, family security 6.23, equality 5.77 and being healthy 5.77.
All respondents mean score ratings revealed the least important values were social
power 1.03, being self-indulgent 2.59 and pleasure (gratification of desires) 2.60.
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The values rated least important by the PNP respondents were social power 1.12,
self-indulgent 2.67 and pleasure 2.76. . The values rated least important by MHS
respondents were social power 0.92, being devout 1.92 and preserving my public
image 2.08.
Primary motivational value dimensions
As discussed in Chapter Three the 57 single representative values items identified
in the SVS (1992) can be allocated into 11 primary motivational value
dimensions, 10 of which are classified as universal and one as cultural. Table 4.4
presents the mean score for each dimension for all respondents collectively,
private sector (PNP) and public sector (MHS) respondents.
Table 4.4 Primary motivational value dimensions: rated results
Primary motivational
value dimension:
Universal

All survey
respondents
N = 30

PNP
respondents
n = 17

MHS
respondents
n = 13

1.

Self-direction

4.956
(Rated 3)

4.833
(Rated 4)

5.115
(Rated 3)

2.

Stimulation

3.978
(Rated 8)

3.804
(Rated 9)

4.205
(Rated 7)

3

Hedonism

3.489
(Rated 10)

3.608
(Rated 10)

3.333
(Rated 9)

4.

Achievement

4.960
(Rated 2)

4.871
(Rated 2)

5.077
(Rated 4)

5.

Power

2.700
(Rated 11)

2.835
(Rated 11)

2.523
(Rated 11)

6.

Security

4.571
(Rated 6)

4.798
(Rated 5)

4.275
(Rated 6)

7.

Conformity

4.367
(Rated 7)

4.574
(Rated 7)

4.096
(Rated 8)

8.

Tradition

3.513
(Rated 9)

3.824
(Rated 8)

3.108
(Rated 10)

9.

Benevolence

5.281
(Rated 1)

5.336
(Rated 1)

5.209
(Rated 2)

10.

Universalism

4.950
(Rated 4)

4.728
(Rated 6)

5.240
(Rated 1)

4.808
(Rated 5)

4.868
(Rated 3)

4.731
(Rated 5)

Cultural
11.

Spirituality

Chapter 4 Page 112

The primary motivational value dimensions mean scores reveal all respondents
rated benevolence values as the most important. It is noted, however, that whilst
PNP respondents rated benevolence values first MHS respondents rated
universalism values first (with benevolence rated second). Both benevolence and
universalism primary motivational values reside within the self-transcendence
higher order value domain. A marked difference in rating is noted for
universalism between MHS respondents, who rated it first, and PNP respondents,
who rated it sixth.
All respondents rated power values as the least important. The power primary
motivational value type is noted to reside within the self-enhancement higher
order value domain. Notably, the achievement primary motivational value type,
also located in the self-enhancement higher order value domain, is rated second.
Higher order value dimensions
As identified in Chapter Three the 10 universal primary motivational value
dimensions can be allocated into 4 higher order value dimensions. Table 4.5
presents the four higher order value dimension results for all respondents
collectively, private sector (PNP) and public sector (MHS) respondents.
Table 4.5 Higher order value dimensions: rated results

Higher order value type

All survey
respondents
N = 30

PNP
respondents
n = 17

MHS
respondents
n = 13

Openness to change

4.141

4.082

4.218

Values in this domain emphasise
independent thought
and action favouring change.

(Rated 3)

(Rated 3)

(Rated2)

Self enhancement

3.716

3.771

3.644

Values in this domain emphasise
pursuit of own relative success
and dominance over others.

(Rated 4)

(Rated 4)

(Rated 4)

Conservation

4.150

4.398

3.826

Values in this domain emphasise
submissive self-restriction to
preserve the status quo.

(Rated 2)

(Rated 2)

(Rated 3)

Self-transcendence

5.115

5.032

5.225

Values in this domain emphasise
acceptance of others as equals and
concern for their welfare.

(Rated 1)

(Rated1)

(Rated 1)
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The higher order value dimension mean scores reveal self-transcendence values,
(which emphasise acceptance of others as equals and concern for their welfare)
are rated by all survey respondents as the most important. Conversely, all survey
respondents rated self-enhancement values (which emphasise the pursuit of one’s
own relative success and dominance over others) as least important.

Demographic factors influencing directors’ personal value priorities
Using SPSS software t-tests were conducted in order to compare demographic
factor and representative value item results. Subsequent conduct of eta squared
testing revealed four demographic factors – health sector board affiliation, gender,
age, and religious affiliation which influenced survey respondents’ prioritisation
of representative value items.
The additional demographic factors identified from the literature as potentially
influencing personal value priorities and evaluated in the survey were not able to
be statistically analysed due to either the homogeneity of the respondent
population (i.e. country of origin/cultural heritage), range of responses (i.e.
educational qualifications/professional qualifications), response pattern (i.e.
political dimensions) or comparative sample size (i.e. length of board service).
The statistical results for the four demographic factors determined to influence
participants’ value priorities are now presented.
Health sector affiliation
An independent-samples t-test was performed comparing the mean value scores of
respondents affiliated with PNP (n = 17) and MHS (n = 13) boards for each
representative value item. The t-test revealed there was a significant difference
(equal or less than .05) between the groups for nine representative value items.
Subsequent eta squared testing performed to evaluate the magnitude of difference
revealed there was a large effect (eta squared effect greater than .14 = large effect)
for eight representative value items and a moderate effect (eta squared greater
than .06 = moderate effect) for one. The representative value item results are
presented in the order they appear on the SVS (1992).

Chapter 4 Page 114

A spiritual life
There was a significant difference in scores for those from PNP boards (M = 4.82,
SD = 1.47) and those from MHS boards (M = 3.23, SD = 2.01); t (28) = 2.51, p
<.05. The magnitude of the differences in the means (mean difference = 1.59,
95% CI: .30 to 2.89) was large (eta squared = 0.184).
Social order
There was a significant difference in scores for those from PNP boards (M = 5.24,
SD = 1.39) and those from MHS boards (M = 3.46, SD = 1.56); t (28) = 3.28, p
<.01. The magnitude of the differences in the means (mean difference = 1.77,
95% CI: 0.67 to 2.88) was large (eta squared = 0.278).
National security
There was a significant difference in scores for those from PNP boards (M = 4.59,
SD = 1.58) and those from MHS boards (M = 3.08, SD = 2.02); t (28) = 2.30, p
<.05. The magnitude of the differences in the means (mean difference = 1.51,
95% CI: 0.17 to 2.86) was large (eta squared = 0.159).
Social recognition
There was a significant difference in scores for those from PNP boards (M = 3.59,
SD = 1.37) and those from MHS boards (M = 4.54, SD = 1.05); t (28) = -2.07, p
<.05. The magnitude of the differences in the means (mean difference = -.95, 95%
CI: -.01 to -1.89) was moderate (eta squared = 0.133).
Social justice
There was a significant difference in scores for those from PNP boards (M = 5.35,
SD = 1.32) and those from MHS boards (M = 6.31, SD = 0.85); t (28) =
-2.27, p <.05. The magnitude of the differences in the means (mean difference =
-0.95, 95% CI: -.09 to -1.82) was large (eta squared = 0.155).
Independent
There was a significant difference in scores for those from PNP boards (M = 4.88,
SD = 1.22) and those from MHS boards (M = 5.62, SD = 0.65); t (25.43) = -2.12,
p <.05. The magnitude of the differences in the means (mean difference = -.73,
95% CI: -0.02 to -1.45) was large (eta squared = 0.150)
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Broadminded
There was a significant difference in scores for those from PNP boards (M = 4.71,
SD = 1.49) and those from MHS boards (M = 5.69, SD = 0.85); t (26.25) = -2.28,
p <.05. The magnitude of the differences in the means (mean difference = -0.99,
95% CI: -0.10 to -1.87) was large (eta squared = 0.165).
Devout
There was a significant difference in scores for those from PNP boards (M = 4.00,
SD = 2.15) and those from MHS boards (M = 1.92, SD = 2.10); t (28) = 2.65, p
<.05. The magnitude of the differences in the means (mean difference = 2.08,
95% CI: 0.47 to 3.68) was large (eta squared = 0.200).
Responsible
There was a significant difference in scores for those from PNP boards (M = 5.76,
SD = 0.66) and those from MHS boards (M = 5.00, SD = 1.00); t (28) = 2.52, p
<.05. The magnitude of the differences in the means (mean difference = 0.76,
95% CI: 0.14 to 1.39) was large (eta squared = 0.184).
The results reveal there is a significant difference between private and public
respondents for 9 representative value items (a spiritual life, social order, national
security, social recognition, social justice, independent, broadminded, devout and
responsible). PNP respondents consider the spiritual life, social order, national
security, devout and responsible values to be more important than public sector
respondents. MHS respondents consider the social recognition, social justice,
independent and broadminded values to be more important than private sector
respondents. Hence, PNP (private) or MHS (public) board affiliation is posited to
influence respondents’ representative value item prioritisation.
Sex
An independent-samples t-test was performed comparing the mean value scores of
male (n = 18) and female (n = 12) respondents for each representative value item.
The t-test revealed there was a significant difference (equal or less than .05)
between the groups for nine representative value items. Subsequent eta squared
testing performed to evaluate the magnitude of difference revealed there was a
large effect (eta squared greater than .14 = large effect) for five representative
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value items. The representative value item results are presented in the order they
appear on the SVS (1992).
Privacy
There was a significant difference in scores for males (M = 4.00, SD = 1.78) and
females (M = 5.08, SD = 0.79); t (25.17) = 2.26, p <.05. The magnitude of the
differences in the means (mean difference = 1.08, 95% CI: 0.10 to 2.07) was large
(eta squared = 0.169)
Social justice
There was a significant difference in scores for males (M = 5.28, SD = 1.32) and
females (M = 6.50, SD = 0.52); t (23.89) = 3.54, p <.01. The magnitude of the
differences in the means (mean difference = 1.22, 95% CI: 0.51 to 1.94) was large
(eta squared = 0.343).
Independent
There was a significant difference in scores for males (M = 4.78, SD = 1.11) and
females (M = 5.83, SD = 0.58); t (26.75) = 3.39, p <.01. The magnitude of the
differences in the means (mean difference = 1.06, 95% CI: 0.42 to 1.69) was large
(eta squared = 0.301).
Obedient
There was a significant difference in scores for males (M = 4.50, SD = 1.69) and
females (M = 3.08, SD = 1.31); t (27.23) = -2.58, p <.05. The magnitude of the
differences in the means (mean difference = -1.42, 95% CI: -.29 to -2.54) was
large (eta squared = 0.196).
Clean
There was a significant difference in scores for males (M = 4.50, SD = 1.15) and
females (M = 3.08, SD = 1.93); t (16.25) = -2.29, p <.05. The magnitude of the
differences in the means (mean difference = -1.42, 95% CI: -0.11 to -2.73) was
large (eta squared = 0.244).
The results reveal there is a significant difference between male and female
respondents for 5 representative value items (privacy, social justice,
independence, obedient and clean). Female respondents consider the privacy,
social justice and independence values to be more important than male
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respondents. Male respondents consider the obedient and clean values to be more
important than female respondents. Hence, the sex of respondents is posited to
influence their representative value item prioritisation.
Age
An independent-samples t-test was performed comparing the mean value scores of
respondents born before 1946 (pre-baby boomers n= 17) and respondents born in
or after 1946 (baby boomers +) n= 13 for each representative value item. The ttest revealed there was a significant difference (equal or less than .05) between the
groups for nine representative value items. Subsequent eta squared testing
performed to evaluate the magnitude of difference revealed there was a large
effect (eta squared greater than .14 = large effect) for six representative value
items. The representative value item results are presented in the order they appear
on the SVS (1992).
Politeness
There was a significant difference in scores for pre-baby boomers (M = 4.71, SD
= 1.31) and baby boomers + (M = 3.69, SD = 1.25); t (28) = 2.139, p <.05. The
magnitude of the differences in the means (mean difference = 1.01, 95% CI: 0.04
to 1.98) was large (eta squared = 0.140).
Social justice
There was a significant difference in scores for pre-baby boomers (M = 5.41, SD
= 1.42) and baby boomers + (M = 6.23, SD = 0.73); t (24.94) = -2.057, p =.05.
The magnitude of the differences in the means (mean difference = -0.82, 95% CI:
0.00 to -1.64) was large (eta squared = 0.145).
Accepting my portion in life
There was a significant difference in scores for pre-baby boomers (M = 4.18, SD
= 1.59) and baby boomers + (M = 2.15, SD = 1.82); t (28) = 3.24, p <.01. The
magnitude of the differences in the means (mean difference = 2.02, 95% CI: 0.75
to 3.30) was large (eta squared = 0.273).
Obedient
There was a significant difference in scores for pre-baby boomers (M = 4.71, SD
= 1.57) and baby boomers + (M = 2.92, SD = 1.26); t (28) = 3.35, p <.01. The
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magnitude of the differences in the means (mean difference = 1.78, 95% CI: 0.69
to 2.87) was large (eta squared = 0.286).
Devout
There was a significant difference in scores for pre-baby boomers (M = 4.12, SD
= 2.09) and baby boomers + (M = 1.77, SD = 2.01); t (28) = 3.10, p <.01. The
magnitude of the differences in the means (mean difference = 2.35, 95% CI: 0.80
to 3.90) was large (eta squared = 0.256).
Self-indulgent
There was a significant difference in scores for pre-baby boomers (M = 1.92, SD
= 1.38) and those from baby boomers + (M = 3.40, SD = 1.07); t (20) = -2.77, p
<.05. The magnitude of the differences in the means (mean difference = -1.48,
95% CI: -0.37 to -2.60) was large (eta squared = 0.277).
Primary motivational values (universal): Conformity
There was a significant difference in scores for pre-baby boomers (M = 4.76, SD
= 1.07) and baby boomers + (M = 3.85, SD = 0.78); t (27.96) = 2.72, p <.05. The
magnitude of the differences in the means (mean difference = 0.92, 95% CI: 0.23
to 1.61) was large (eta squared = 0.209).
Primary motivational values (universal): Tradition
There was a significant difference in scores for pre-baby boomers (M = 4.15, SD
= 1.15) and baby boomers + (M = 2.68, SD = 0.68); t (28) = 4.10, p <.001. The
magnitude of the differences in the means (mean difference = 1.48, 95% CI: 0.74
to 2.21) was large (eta squared = 0.375).
Higher order values: Conservation (comprises conformity and tradition)
There was a significant difference in scores for pre-baby boomers (M = 4.53, SD
= 0.83) and baby boomers + (M = 3.65, SD = 0.68); t (28) = 3.08, p <.01. The
magnitude of the differences in the means (mean difference = 0.88, 95% CI: 0.29
to 1.46) was large (eta squared = 0.253).
The results reveal there is a significant difference between respondent age groups
for 6 representative value items (politeness, social justice, accepting my portion in
life, obedient and devout). Pre-baby boomer respondents consider the politeness,
accepting my portion in life, obedient and devout values to be more important than
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baby boomer + respondents. Baby boomer + respondents consider the social
justice and self-indulgent values more important than the pre-baby boomer
respondents. Hence, the age of respondents is posited to influence their
representative value item prioritisation.
The results also demonstrated a difference between pre-baby boomer and baby
boomer + respondents in the conformity and tradition universal primary
motivational value types (each of which subsequently fall within the conservation
higher order value type) and the conservation higher order value type. The prebaby boomer respondents considered the conformity and tradition values of
greater importance than baby boomer + respondents.
Religious belief
An independent-samples t-test was performed comparing the mean value scores of
religious affiliated (n = 20) and non-religious affiliated (n = 9) respondents for
each representative value item. One respondent who reported they had no
affiliation was excluded. As identified in the methodology discussion I was not
permitted, due to DUHREC ethics approval requirements, to ask individual
directors to identify their affiliation with specific denominational groups. The ttest revealed there was a significant difference (equal or less than .05) between the
groups for nine representative value items. Subsequent eta squared testing
performed to evaluate the magnitude of difference revealed there was a large
effect (eta squared greater than .14 = large effect) for six representative value
items. The representative value item results are presented in the order they appear
on the SVS (1992).
A spiritual life
There was a significant difference in scores for the religious (M = 4.90, SD =
1.37) and non-religious respondents (M = 2.11, SD = 1.05); t (27) = -5.401 , p
<.001. The magnitude of the differences in the means (mean difference = -2.79,
95% CI: -1.73 to -3.85) was large (eta squared = 0.519).
National security
There was a significant difference in scores for the religious (M = 4.60, SD =
1.54) and non-religious respondents (M = 2.89, SD = 1.83); t (27) = -2.62, p <.05.
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The magnitude of the differences in the means (mean difference = -1.71, 95% CI:
-0.37 to -3.05) was large (eta squared = 0.202).
Respect for tradition
There was a significant difference in scores for the religious (M = 4.10, SD =
1.41) and non-religious respondents (M = 2.67, SD = 1.58); t (27) = -2.44, p <.05.
The magnitude of the differences in the means (mean difference = -1.43, 95% CI:
-0.23 to -2.64) was large (eta squared = 0.181).
Self-discipline
There was a significant difference in scores for the religious (M = 5.05, SD =
1.32) and non-religious respondents (M = 3.89, SD = 1.27); t (27) = -2.22, p <.05.
The magnitude of the differences in the means (mean difference = -1.16, 95% CI:
-0.09 to -2.23) was large (eta squared = 0.154).
Devout
There was a significant difference in scores for those from the religious (M =
4.20, SD = 1.99) and non-religious respondents (M = 1.00, SD = 1.12); t (25.36) =
-5.51, p <.001. The magnitude of the differences in the means (mean difference =
-3.20, 95% CI: -2.01 to -4.39) was large (eta squared = 0.545).
Responsible
There was a significant difference in scores for the religious respondents (M =
5.70, SD = 0.86) and non-religious respondents (M = 5.00, SD = 0.71); t (27) =
-2.12, p <.05. The magnitude of the differences in the means (mean difference =
-.70, 95% CI: -0.02 to -1.38) was large (eta squared = 0.143).
Primary motivational values (universal): Tradition
There was a significant difference in scores for the religious (M = 3.94, SD =
1.15) and non-religious respondents (M = 2.71, SD = 0.91); t (27) = -2.83, p <.01.
The magnitude of the differences in the means (mean difference = -1.23, 95% CI:
-0.34 to -2.12) was large (eta squared = 0.229).
Primary motivational values (cultural): Spirituality
There was a significant difference in scores for the religious (M = 5.04, SD =
1.02) and non-religious respondents (M = 4.14, SD = 0.59); t (27) = -2.46, p <.05.
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The magnitude of the differences in the means (mean difference = -0.90, 95% CI:
-0.15 to -1.5) was large (eta squared = 0.183).
Higher order values: Conservation
There was a significant difference in scores for those from religious respondents
(M = 4.44, SD = 0.83) and non-religious respondents (M = 3.64, SD = 0.69); t
(27) = -2.56, p <.05. The magnitude of the differences in the means (mean
difference = -0.81, 95% CI: -0.16 to -1.46) was large (eta squared = 0.195).
The results reveal there is a difference between religious and non-religious
affiliated respondents for 6 representative value items (spiritual life, national
security, respect for tradition, self-discipline, devout and responsible).
Respondents with a religious affiliation consider each of the six values to be more
important than non-religious affiliated respondents. Hence, religious affiliation is
posited to influence respondents’ representative value item prioritisation.
The results also demonstrated a difference between religious and non-religious
respondents in the tradition universal primary motivational value type (which
subsequently falls within the conservation higher order value type), spirituality
cultural primary motivational value type and conservation higher order value type.
Religious respondents consider tradition and spirituality values of greater
importance than non-religious respondents.

Interview data
Interviews were conducted with twenty-four directors, 11 of whom served private
sector boards (9 PNP sector directors and 2 private for-profit sector directors) and
13 of whom served MHS boards. Each interviewee was asked to identify the
factors they personally considered of greatest influence in the development of
their personal values and value priorities. In discussing the findings, I have in
instances where I have determined specific references may compromise
interviewee anonymity, deleted the relevant text and inserted a (X) symbol.
Directors revealed that multiple factors had played a role in influencing the
development of their personal values and value priorities, with each identifying
between two and seven different factors. Whilst the specific factors noted by
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directors varied the following quote is illustrative of directors identifying a
number of factors being of influence:
So there’s the three things there: church, community and family (D1).
Notably, in responding to this question directors predominantly adopted what I
define as a ‘life-continuum approach’ in their reporting, this being the sequential
identification of influential factors as they were encountered throughout their life.
One director commented upon why factors might be viewed and articulated in this
manner:
It’s very simple: windows. You’re born with your family window, which
is also ethnic, and then you step through that as you get older and you
have school mates and in the end you have your own set, you’re walking
through windows and in the end they’re yours. You’re embracing but
varying (D1).
Prioritising, and thus ascribing a relative significance to the influence of a
particular factor, presented a challenge for many directors.

The following

responses from two directors are illustrative of the conundrum:
I suppose family background, to start with. There’d be three things, I
suppose: family, church, school. I’m not sure in what order, they all vary
from time to time, but that would be the three. And then I just guess, life!
(D4).
My family, my partner and my health and at this particular time probably
not necessarily in that order (D12).
Directors reported that factors encountered early in life were of particular
importance in values formation, but acknowledged the role of subsequent learning
and personal evolution. The following responses from two directors exemplify
this perception:
The environment in which you grew up in. So family would have
probably the maximum influence on that, what were the values you grew
up with, being a close family, the people that you associated with as you
were evolving as an individual. The teaching environment you grew up
with, teachers, educators have considerable influence in that respect.
Those who grow up in a religious environment, where religion is strong,
that would be a particularly strong influencing factor, I think, on values.
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I think the core values most people have are set in your early life. They
can be honed, however, through learning, but that would be the strongest
influence (D22).
And you’d want that to be a lifetime thing, too, wouldn’t you? You
wouldn’t want to be the same person at 60 as you were at 20, would you?
It would be awful! (D1).
One director also identified the importance of recognizing the role that early
influences may play in later life, noting that the origins of articulated personal
values and value priorities may derive from early experiences, even if you no
longer consciously subscribe to, or indeed have consciously chosen not to
maintain, an association with the source of such values, as the following response
highlights:
The Christian stuff, all the religious values stuff, which all over the world
is absolutely primary but not in Australia, where we refuse to talk about
it until you really dig around and say ‘Why are you acting like that? Ah,
well, I was brought up a Catholic’… ‘Oh why am I saying that? Because
I was brought up a Catholic at a Catholic school, that’s why’…of course
it’s your values, that’s where you got them. Then you’ve nuanced them,
and developed them, sophisticated them, but that’s where they came
from. The old clichéd thing, give me a boy when he’s seven and I’ll show
you the man…because you’re not practising at all…and that’s so
common in the Australian thing, finding where that origin is…where they
come from (D1).
Thematic analysis of the interview transcripts revealed directors identified seven
key factors as being most influential on the development of their personal values
and value priorities. These are: family upbringing; life experiences; educational
experiences; role models and mentors; religious affiliation; personal and family
health; and, personal friendships, each of which is now discussed.
Family
Directors identified their family as being influential in the development of their
personal values and values priorities.
Nine directors cited family upbringing as an important influence (D4, D6, D10,
D14, D15, D16, D18, D19, D22). Aspects of ‘family life’ (D16) such as the
exposure to a ‘very strong ethics based childhood’ (D18) were considered
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formative. Specifically, the ‘family values’ (D19), with which ‘parents brought
you up’ (D16), the ‘values you grew up with…as you were evolving as an
individual’ (D22) such as ‘truthfulness’ (D6) and ‘honesty’ (D6, D16), were
viewed as central to values development, as was the identification of, and related
expectations regarding ‘right and wrong’ (D14). The following responses relate
these views:
For myself, well, I’d have to say my parents. Just the family upbringing
that I had, and at the core of that was truthfulness. So, life is simpler if
you are honest and open ... so, really, honesty and truthfulness. So in
one sense, that would be the biggest personal impact. Yes, my
upbringing (D6).
I think it’s – well, it’s been my upbringing, in the first instance…you
know, just the expectations, and what was identified as being right and
wrong, and you know, all those types of things as part of the upbringing
(D14).
I think your upbringing. Part of which is family values, part of which is
educational. Which sort of educational system you have been through. I
think they’re the two most important (D19).
Additionally, growing up in a family ‘who were community minded’ (D15), which
had ‘a very strong view about community service’ (D18) was perceived as
influential in shaping personal values, a perspective related in the following
comment:
A very strong family. A family that has been heavily involved in
community work. That’s the first thing, I think...I think one of the things
that I benefited from is that I came out of a family that...had community
commitments, and still have ... So they are the sorts of things that
influenced me (D15).
Eight directors identified specific family members such as parents, siblings, and
partners as being influential (D5, D6, D8, D10, D12, D16, D18, D21). Whilst
most directors broadly identified the ‘family’ as being of importance some
directors nominated particular family members and indeed prioritisation of
members, as is seen in the following quote:
My father and mother first, then my sister, my oldest brother (D5).
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Specific family members were also singled out as having played a particularly
important role, the following quote from one director exemplifies:
I suppose my upbringing. I mean my dad worked in hospitals…as well,
so he had a substantial influence, I think, in terms of what I think about
people and managing people and things like that. So I saw him from a
very early age… He was just a fantastic communicator with people at all
levels of the organisation and I saw the importance of that, and I saw
that as a very powerful thing to get people working with you…I see so
many managers who sort of put themselves above that, or outside of
that…I think you’ve got to see the staff that you work with as people with
feelings and everything else, and I think it’s important to take that in to
account (D10).
Raising one’s own nuclear family was also noted to have been both formative and
testing of personal values and priorities, offering cause for reflection on one’s
own values in action and their intergenerational applicability, as the following
director reflection highlights:
I think my third thing would be the family… I think that also was a very
formative thing on values in a changing world. The immediate nuclear
experience, the nuclear family experience, it tests a lot of things.
Whether the values work and can be passed on to another generation,
and how much they affect your own values (D1).
Directors also noted that elements of the family culture in which they grew up
influenced their values and value priority formation. These elements included the
cultural heritage (D15, D18), religious heritage (D15, D18), and relative socio
economic circumstance (D13, D17, D18). The following quotes by two directors
typify such comments:
I didn’t have a particularly strong church upbringing, but it was pretty
typical white, Anglo-Saxon, Protestant… relatively conservative (D15).
Very traditional, a very working class tradition of family, you know,
where boys did one thing, girls did something else (D13).
Life experiences
Directors identified life experiences and the time in which these occurred as
having a role in the formation of their personal values and values priorities.
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The cumulative nature of life experiences and the perception that experiences
influence values to ‘evolve over time’, the perception that ‘gradually over time, all
these things get instilled into you’ (D12) and that over time ‘a whole lot of
different things’ have ‘influenced what you think’ (D10) was commented upon.
Directors highlighted the role of the judgments drawn from life experiences in
determining their values. Indeed, some experiences were considered of such
significance that directors commented that their ‘values have been changed by
those experiences’ (D1).
The following response is illustrative of the perception of the importance of life
experiences on the evolution of personal values:
Your experiences...determining your set of values, your exposures to
different things, different experiences, and the judgments you draw from
that. But I think values just don’t suddenly pop up one day. They come to
you through a range of experiences and education and all the rest of it.
And it’s something that’s continually evolving. They’re not constant
things (D19).
The life experiences directors related as being of particular importance were in the
main socio-cultural and career (professional and work) experiences. Therefore
each experiential type is now discussed.
Socio-cultural experiences
Directors’ personal values were reported to be influenced by the societal time
period in which they grew up (D13). For example, experiences encountered
during a period in which there was a perception of cultural change were reported
by one director as being pivotal to who she became and to the development of her
‘strong sense of feminism’ (D13). The values so formed seemingly carried into
action through the director’s decision to serve a hospital board that engages with,
and acts to advocate for women’s health issues. This director’s conviction on this
point is evident:
What do I consider my greatest personal and influential – perhaps
growing up in the sixties and seventies… Absolutely. It was the time of
feminism. However I grew up, I went to uni in the seventies, and it was
pivotal, pivotal to who I became. Because of the strong sense of
feminism...Always feeling a sense of outrage and getting to uni it was like
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‘You should be outraged.’ It’s like – yes! I know, I am. So really pivotal
(D13).
Cultural experiences and the opportunity to have lived and worked in different
cultural settings (D1, D16) were also reported to have informed directors’ values.
Cultural origin, discontinuity and displacement were identified as being highly
influential in the formation of the personal values of one director, who shared the
following reflection:
My family, my family of origin...I’m a first generation Australian, my
parents were refugees...my parents were very poor when they arrived
here...a whole culture of people who were traumatised, damaged...and
we were a very different sort of culture than the average Australian
culture...So that’s what informed me. That’s where I’ve come from (D18).
Experiences such as observing or personally experiencing cultural (D18) or
gender-based prejudice (D13, D18) were also identified as being formative. The
following responses from one director are illustrative:
I had quite a bit of prejudice against (X) when I was growing up in my
local community culture. So I was very aware of how people felt about
things, and what it’s like to be persecuted...that’s the sort of background
in which I grew up (D18).
I’ve had a fair bit of anti-feminist, I mean there were a very small
number of women in our year...there was quite a bit of prejudice against
women at that time...copped a fair bit of that (D18).
Career experiences
Professional and work experiences were reported to be formative influences in
shaping directors’ personal values and value priorities. The field of experience
and type of experience reported by directors was of particular importance.
Field of experience
Experiences working in community services and where there was an ‘interface
with society’ (D1) were reported to have created not only a liberalising of personal
values but also to have led directors to embrace social justice values. The question
as to whether participation in and experiences gained in certain settings may not
only influence personal values but whether an individual’s choice to participate in
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such settings also reveal underlying personal values was also touched upon in the
following comment:
In particular, community experience. Serving on…these are valueforming things as well as value-displaying activities. So I think my values
have been changed by those experiences. The interface with society at
large, with the community at large on particular issues, I’ve become
more liberal (D1).
Seven directors noted experience working in varied health care environs and
systems shaped their values (D7, D10, D14, D17, D18, D21, D23). Three
directors related that their experiences in the public health care system had shaped
their personal values and strongly held views regarding the importance of public
health services and health care service delivery (D14, D17, D18). Such a view is
clearly articulated in the following comment:
It’s been my experience in working in the health care system, and I’m
one of those people that strongly believes in a strong public health care
system. That’s my philosophy. And also I strongly believe in, in
community, community responsiveness and community values shaping
health, how health care is delivered in an organisation…so I’d say those
strongly have influenced my values (D14).
The importance of experiences being built up over time was raised by one
director, who reflected on the role his experiences in the health sector played in
forming his values:
When I said ‘time’, I meant that it just seems to me each job you do
builds beliefs. So each job…was the bringing together of skills…or
experiences that I’d had in a lot of other jobs. It kind of brought all of
those elements together, and I could see that I know this because I did
that there, or this has helped because I did that there. And for me I was
able to do something that previously I would have thought I couldn’t do,
but the experience at X was one of having to take a hospital that was
in…a significant amount of trouble, and…take the staff through a
situation…where they were scared, where you had to effectively damage
the organisation just to save it… like chemotherapy, actually destroy part
of the organisation to actually save it to the point of killing all the
cancerous components of it and then start rebuilding it…so for me, that
and the consulting experience of looking at problems and analysing
them...and all the policy stuff…and understanding the system in that
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larger context… So I think it’s a whole lot of different things…in many
different places that influenced (D10).
Personal values were also noted to have been ‘heavily influenced’ (D12) by
experience in a corporate setting in which a values charter was developed,
championed and reinforced by executive management, where individuals knew
the charter values, in which there were opportunities for open conversations
relating to values and a clear expectation in the workplace of individuals ‘living
the values’ (D12) identified in the charter. The importance of this experience and
how it influenced the director’s values and subsequent workplace conduct is
highlighted following:
I have also been heavily influenced by the values that I bring to work by
the X charter, and I was there when we put the charter together, under
X…and we all knew the values in the charter, and we talked about them,
so we’d say…‘Were we really respectful of that other person?’ and to be
that, to have open conversations based on the charter, which, is
gradually happening here as well, which is great to see (D12).
Type of experience
The influence afforded by, and insights gained through, clinical experience and
client interactions in health services were reported to have influenced five
directors’ values (D7, D13, D18, D21, D23).
Experiences, in which one is looking after patients and dealing with people’s
health, were reported to have influenced personal values through an appreciation
of one’s own advantages and people’s inherent spirituality. Directors reflected
that such opportunities are not necessarily afforded in other lines of work, a view
clearly articulated by one director:
Looking after patients, and most of the time I’ve worked with poor
people, homeless people, certainly among drug addicts, disadvantaged
people. And I think that really makes you appreciate the advantages
you’ve had in life, and it makes you appreciate the sort of spirituality that
you actually see in people, which you mightn’t otherwise look for if it
was a mechanical type job. You know, people have to work on a factory
line…and I’ve done that as a student, but I think you do take a different
approach when you are dealing with people’s physical and mental ill
health, compared with the sorts of mechanical things I’ve done in my life.
And I think that does influence your values (D21).
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Similarly, working with marginalised populations and individuals from socially
disadvantaged backgrounds were reported to have shaped personal values by
creating an understanding of the broader social context of health. Such
experiences were reported to have been elemental in creating views about
empowering individuals to be involved in their health care, service delivery and
health policy. The values thus acquired were clearly carried into action by one
director who passionately discussed their commitment to and active involvement
with (as a board representative) a community advisory committee. The formative
nature of such experiences is related in the following response:
An understanding about the social determinants of health. An
understanding of community being a whole variety of people, many of
whom, a significant proportion of whom have very poor access to the
right service combinations in their lives. Many come from poor
education, poor housing, poor access to true choices in their lives, and
have very poor health status...I think there’s a whole range of work that
we can do as influencers around health policy. I’ve been involved as a
nurse, clinically involved in a variety of settings, but also worked with
very marginalised populations…in the community with homeless people,
street kids, women with prescribed addictions…And I also understand
that people who feel in control of the decisions in their lives are more
likely to have good outcomes…Where you are involved, informed,
empowered, you can have good quality of life (D23).
Experiences encountered in work settings such as the corporate sector (D3, D12),
and government sector (D10, D15) were also reported to have influenced personal
values. Four directors related that such experiences had had an impact on shaping
their personal values by way of challenges met and overcome and personal
insights gained, as succinctly expressed by this director:
I’d like to say that some of the things…I learnt about myself… that also
helped me develop. Amazing things you learn about yourself when you
face some of the issues (D15).
Educational experiences
Educational experiences were identified by directors as influential in the
formation of personal values and values priorities. In particular directors’ school
experiences and professional experiences were commented upon.
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School experiences
Nine directors identified their school experiences as being of importance and the
educational system in which they had participated as being of particular
importance (D4, D5, D8, D9, D15, D17, D19, D21, D22). Participation in the
state education system which was ‘the only choice’ (D17) available was noted to
strongly influence one director’s appreciation of and commitment to the provision
of quality public services.
Attendance at a Catholic denominational school was also reported to have been of
significance in influencing personal values development through exposure to the
inherent value systems of the teaching and religious staff (D8, D9, D21). The
following quote illustrates this viewpoint:
The Jesuits, and about four individuals...Jesuits through school, and a
few particular people within the school, that did it (D9).
Professional experiences
The role of participation in a professional course which included an ethical
component and exposure to educators encountered through such participation was
reported to have influenced personal values development. The following response
from one director conveys his thoughts:
Yes, it’s experience, and life. I would think also… that having done an
accounting qualification straight from school, there is a fairly ethical
component in that, probably at a time when ethics wasn’t taught
formally. But again, that’s the observation of the people that you’re
dealing with, the people who are teaching you, and just looking up to
them, their performance and their role as a role model, for want of a
better term. That’s probably the strong things (D15).
Role models and mentors
Seven directors noted personal and professional role models had an important
influence on the formation of their personal values (D7, D8, D9, D10, D12, D15,
D18). Individuals selected as role models and mentors were reported to have
respected value sets and behaviours (D9), and were perceived to have ‘solid’
values from which they operated (D7). Individuals who directors admired and
perceived they had learnt from (D7, D8, D9).
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Family members ‘impacted by example’ (D10) through their involvement in
health care or active service in the community (D10, D15, D18), thereby shaping
directors’ values with respect to interacting with people and the inherent
importance of health care and community service. Additionally, professional role
models such as school teachers (D8, D9), lecturers (D15), colleagues (D7) and
selected clinical and business mentors (D9) were reported to be influential. The
following quotes from two directors highlight the importance of role models on
personal values acquisition:
Oh I think the leadership you get from the people who influence you the
most: your parents, your teachers, the people that you meet that you
respect throughout your life that you learn from (D8).
Then when I left school it’s the mentoring system. I had my major mentor
when I was going through that hospital… and he was my mentor. When I
left, I had a mentor overseas… and since I’ve come back I’ve got a
mentor, who’s a businessman, he’s been my mentor for many years (D9).
Another director commented on values being ‘caught’ from the example and
behaviour of others and thereafter ‘lived’, therein identifying what was considered
by them to be the critical experiential aspect of values acquisition. Her view
clearly expressed in the following quote:
I suppose I’ve worked in health for a long time, and in senior
management areas, roles. I think it’s probably working with people who I
respect enormously, who have got solid values themselves, and who
operate within them. It’s more caught from example and behaviour, I
think, than reading about it. So it’s lived rather than imposed (D7).
Another director, however, raised the notion that role models were not limited to
individuals with whom one was in a direct personal relationship, noting that she
had found engaging with the work of author Stephen Covey (referred to earlier in
Chapter Two) particularly beneficial in reflecting upon her values and value
priorities (D12).
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Religious affiliation
Religious affiliation was reported by seven directors to have an influence in
shaping their personal values and value priorities (D1, D4, D9, D15, D18, D21,
D22). Affiliation was noted to arise through family upbringing with Protestant,
Jewish and Catholic religious traditions reported to be of significance (D8, D15,
D18, D9, D21). Attendance at a denominational school was also noted to enhance
a sense of affiliation, as the following comment by one director relates:
My time at boarding school with the Christian Brothers... it was a very
positive experience for me (D21).
Affiliation through the selection of a religious life was also reported to be of
importance, with one director commenting that participation in theological studies
both shapes values and assists with values clarification.

This factor is of

particular note as some hospital boards from which study participants were drawn
specify the inclusion of a number of directors who are representative of the
denominational ownership group. The role of a religious life in shaping his
personal values was clearly related by one director:
Well I’m a complicated person because I’m (‒ priest) ordained to certain
values, but I had another life before that as well. So I suppose my
religious commitment certainly shapes values, but they are also shaped y
a lot of other things (D1).
Personal and family health
Personal and family health concerns presented significant points for reflection on
values and values priorities. Directors commented that such circumstances require
one to consider ‘what really is important’ (D21) and may precipitate decisive
change in one’s prioritisation, a view related in the following comment:
I have a serious problem...so, that sort of thing really makes you think
about whether you’re spending your time in the right areas (D12).
Personal friendships
Personal friendships developed at school and at university that had become
important lifelong relationships and sources of association were also identified by
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one director as having an influence on the formation of his personal values. As the
following quote reveals:
School, my schooling, the friendships I developed at school and carried
into university, and developed at university as well, and those friendships
have stayed with me ever since ... So all of those things have shaped me
(D5).
This chapter has presented the survey participant demographic profile and the
summarised survey and interview findings that describe participants’ value
priorities and factors influencing their priorities. A discussion of the results
presented in this chapter and additional results presented in Chapters Five and Six
is addressed in Chapter Seven.
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Chapter Five: Health sector governance frameworks
Introduction
The Values Guided Governance model explained in Chapter One incorporates
three key areas, one of which is acute health sector governance frameworks. This
chapter presents the survey and interview findings regarding the governance
models and theories directors’ identify frame their practice; and, directors’
experiences of board selection, induction, and performance review processes and
evaluation of their personal-organisational values alignment.
Governance frameworks: survey data
The role of the governing board
Three theories of governance, stewardship, stakeholder and shareholder were
discussed in Chapter Two. Each theory aligns with a view on the role of the
governing board. Directors were presented with the three perspectives and
asked to indicate which one most closely aligned with their personal view on
the board’s role.
Twenty-six (87%) respondents reported that their personal perspective on the role
of the board best aligned with stewardship theory (the board’s role is to ensure
stewardship of the organisational assets) and 3 (10%) respondents reported that
their view aligned with stakeholder theory (the board’s role is the inclusive pursuit
of stakeholder interests). Notably no directors reported that their view aligned
with agency theory (the board’s role is to ensure a match between managers and
shareholders). One (3%) director did not provide an answer to this question.
Of the 26 respondents who selected the stewardship theory perspective, 58%
served on PNP boards and 42% on MHS boards. Of the 3 respondents selecting
the stakeholder theory perspective, 33% served on a PNP board and 66% served
on MHS boards.
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Value orientations and activity emphasis of the organisation
The governance model of an organisation can be differentiated by a number of
attributes. One such attribute is the value orientations and activity emphasis of the
organisation. Directors were asked to identify which one of three descriptions
presented best described the value orientations and activity emphasis of their
organisation.
Fourteen (47%) respondents described their organisations’ value orientations and
activity emphasis as philanthropic (the organisation values community
participation, due process and stewardship, and our activity emphasis is on asset
and mission preservation), whilst 1 (3%) described theirs as being corporate (the
organisation values strategy development, risk taking, and competitive
positioning, and our activity emphasis is on strategic and entrepreneurial activity).
Thirteen (43%) respondents described their organisation as being mixed
philanthropic-corporate (where the organisation places comparative emphasis on
both philanthropic and corporate values and activities). Two directors (7%) did
not provide an answer to this question.
Of the 14 respondents describing their organisation as philanthropic, 57% served
on PNP boards and 43% served on MHS boards. Of the 13 respondents describing
their organisation as being mixed philanthropic-corporate, 62% served on PNP
boards and 38% served on MHS boards. The single respondent noting a corporate
position served a MHS board.
Governance frameworks: interview data
Interview participants were asked to identify the structural model of their board,
and whether a particular governance model or theory was used to frame their
practice. Their responses are presented as follows: Structural models; Awareness,
wariness and the use of governance frameworks; and Personal frameworks.
Structural models
Of the twenty-four directors interviewed, twenty-three identified that they sat on
non-executive boards (board membership comprised non-executive directors).
Several PNP board directors stated that the Chief Executive was also a partial or
full member, and, that other executive directors routinely attended meetings but
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did not have formal voting rights. Directors serving MHS boards noted that whilst
the CEO (or other executive directors on occasion) may be in attendance they
were not recognised members. Only one director identified that he sat on a unitary
board (board membership comprised both external non-executive and internal
executive directors). Thus, each of the PNP and MHS boards from which
respondents were drawn had a non-executive structure, whilst the PFP boards had
either a non-executive or unitary structure.
Directors did not articulate having control over or personal involvement with the
selection of their board’s structure. Rather, structural models were identified as
being dictated by legislation (incorporated company limited by guarantee) (D3),
government act (Health Services Act 2000) (D1) or ownership group (D5, D8). It
was noted that the structure stipulated the total membership number of one private
non-profit board (D3) and all Metropolitan Health Service boards (D1) and that
explicit representational requirements influenced the membership composition of
some private non-profit (D3, D7) and private for-profit (D5) boards.
Awareness, wariness and the use of governance frameworks
For the greater part directors related that the board did not utilise a governance
model or theory to guide practice (D1, D3, D4, D5, D6, D10, D11, D18, D19,
D21, D22).
One director reflected that whilst the use of such theoretical frameworks might
well ‘be useful’, indeed ‘very helpful’ she perceived that the non-identification
with or use of these by directors may well be related to an ‘absence of exposure’
(D18). She identified that many directors ‘don’t have that theoretical
background’, come to their role ‘without that sort of formal education’ or having
participated in any ‘formal training for directors’, and, possibly with limited
opportunity due to their ‘minimal exposure to having been directors in the past’
(D18). That exposure to information of this nature could well form part of an
induction program was commented upon.
In considering the use of theoretical terminology in practice one director opined
‘they’re just not used’ (D7). By way of possible explanation, another director noted
that ‘most of our board members have probably not done…one of the more
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contemporary management programs’ and whilst directors are ‘very experienced …in
their particular field’ would most likely ‘not be able to articulate theories’ (D22).
Indeed when theoretical terminology was utilised by directors the variable way in
which they applied terms was of note. By example, the integrated use of terms
associated with various governance frameworks such as stewardship, stakeholders
and shareholders by one director in discussing their private non-profit board (D8).
Additionally, governance models and theories were not necessarily conceptually
differentiated from regulatory frameworks (D16) or management theories (D1) in
discourse.
A number of directors did report their awareness (D1, D14, D17) or ‘vague
awareness’ (D10) of governance models such as the ‘Tricker model’ (D17) and
‘Carver model’ (D4, D10, D11, D14, D17, D19) but not necessarily have had
experience with the use of these in practice (D11). Some directors commented
that they were aware of such models but chose not to use them ‘in practice’,
indeed one noted quite emphatically that they were ‘not a fan of Carver’ (D4).
From the interviews it became apparent that directors’ reports of their awareness
of models, and their perception of the use of a model by their board could vary
considerably. By example, two members of one board shared quite different
perspectives regarding the use of a model by their board. In this instance one
commented regarding the use of governance frameworks ‘if we do I’m not aware
of it’ and indicated that this had not come to ‘their level of awareness’, but noted
that such ‘conversations may well occur, however, between the Chief Executive
Officer and Chairperson’, as indeed was the case (D21). On the other hand,
however, the Carver model discussed in Chapter Two, was cited by a fellow board
member as being used as the basis for the board’s documentation indicating that
‘when we first started putting together our board manual and policies…we used
the Carver model quite strongly’ adding ‘we’ve probably modified it to a degree,
but it’s basically the Carver model’ (D7).
The interviews also highlighted situations in which a theoretical framework may
not necessarily be identified by directors as guiding their board’s practice but
nonetheless could be seen to inform their view of their practice. One private forprofit board director illustrated this point by stating there was no identified
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theoretical framework, whilst also relating that the primary focus of the board was
‘representing shareholders and delivering value…because shareholders are our
customers’ and noting that ‘what we’re there for is to enunciate strategy, to give
guidance, and to have the executive accountable to the shareholders, through the
board, and that’s it’ (D5) – a clear articulation of agency theory.
Directors reported varied levels of involvement in the selection and development
of board governance frameworks. Some reported having limited input. For
example, one PNP chairperson stated board members were required to practice in
accordance with the ‘framework from shareholders’ to whom they were
accountable (D8). Similarly a MHS director noted that as the board operated
under the auspices of the Department of Human Services ‘we’ve got our
governance structures dictated, basically, and we don’t have much room for
debating what it should look like’ (D12).
Others, however, related their direct involvement in discussions regarding the
selection of governance frameworks for their board. Directors from one private
non-profit board reported there had been ‘lots of debate about the current model’
(D7) and as a result ‘a very extensive governance framework’ (D6) had been
developed. Similarly, a MHS director (who also had extensive experience on
corporate boards) identified there had been considerable discussion along these
lines noting ‘we’ve done a lot of strong work on governance such that we’ve put
in place governance frameworks that cover the normal corporate governance
framework’ (D19).
Governance frameworks were reportedly developed ‘in house’ (D6, D7, D23) and
on occasion with external consultancy facilitation (D8). Frameworks were
variously developed with reference to documentation from the Australian Stock
Exchange (D6, D16), the Australian Institute of Company Directors (D1, D16),
The Department of Human Services and other government agencies (D1, D16),
and international governance legislation (D6).
One PNP director identified that the development of his board’s governance
frameworks ‘drew on corporate sector documents’ such as Australian Stock
Exchange documents and the Sarbanes-Oxley legislation from the US and ‘rather
than reinvent the wheel’ they were ‘looking at a lot of things and pulling together
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what was relevant for that health service’ to appropriately ‘tailor’ to their
situation (D6). He also shared his perception that they had been in a position to
achieve this particularly ‘because a lot of the directors have public sector
experience’ (D6). The use of the framework as something that was ‘not just put on
the shelf to gather dust’ but used actively during the selection and orientation of
directors was highlighted (D6). It is of interest to note that this director was
actively involved in the development of the board’s governance framework, and
was familiar with the Carver model. In fact the framework was duly noted to
include the integration of selected values into governance practice.
In contrast a MHS director noted that ‘we never have any of those discussions, we’ve
never had those discussions’ and that even when encouraged by executive staff to
include a discussion on the governance philosophy as part of the strategic planning
process the board ‘just avoided it...anything around it’ and that the ‘code of conduct
was the closest we got to actually having discussions about it’ (D14). Significantly,
however, the director also commented that such discourse and its perceived
importance might be considered in light of the situational context in which very real
and pressing issues such as solvency were a priority (D14).
One director posed the challenge that even when there is an awareness of
theoretical frameworks they were perceived by board practitioners as too
‘academic’ and ‘complex’ (D17). Another noted that with a longevity of board
and governance experience he had developed an element of cynicism to
submitting to the ‘propaganda and the latest trick’ which ‘changes every week’
and that ideally board members should ‘discern what we want to do, and what we
want to use’ (D1).
A chairperson with extensive experience in both the public and private sectors
challenged what he considered was the artificial imposition of theoretical
differentiation noting that there were similar governance requirements and issues
across both sectors and that they personally conducted themselves as Chair of a
PNP health sector board ‘exactly the same as I’d Chair a public company’ (D4).
Similarly, a MHS director with extensive cross sector experience felt there was
‘no one particular theory’ that should be applied in either sector, rather ‘just
common sense practice’ (D19).
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Directors held varied views on the corporate or philanthropic orientation of their
board. One PNP director stated they were ‘not philanthropic’, rather ‘more
corporate’, but upon further reflection considered they were probably ‘a balance
between the two’ (D8). Another reflected ‘we have a very mixed corporate thing’
(D9), and another perceived also they were ‘a bit of both’ (D7).
That an element of individual perception may well be at play was raised by a
MHS director who commented that ‘if you asked all of us around the board what
type of board we were I bet you would get totally different answers from each of us’.
She perceived that directors drawn from the business sector would ‘probably say
we’re a corporate board’. However her personal view was that whilst she felt she
could safely say they were ‘not a philanthropic board’, she acknowledged that ‘in
one way we operate like it, in another way we don’t operate it like it at all’ (D14).
Directors raised the possibility that environmental factors may influence a shift in
orientation. The observation by one PNP director of a shift by their board toward
a more corporate orientation was related to ‘the change in the health sector…over
the recent years, and the need to be able to go and compete in the marketplace’
(D8). Similarly a MHS director commented ‘I think by necessity we’ve become
more corporate. But at the same time…we’re very much aware of the
philanthropic side of the community as well. But clearly the board, facing
tightening resources this year, has to be as corporate as possible’ (D15).
Interestingly, directors reflected that they considered participation in the health
sector and on a health sector board was in itself philanthropic. As one PNP
director shared ‘I think people who are in health care…wherever you work in it, in
the public government based, if you’re in health care, I think…it’s a mix of
philanthropic’ that you had quite simply to ‘care about others’ (D7).
One MHS director also touched upon the notion of philanthropy sharing her view
that this could be considered in both a personal and broader health sector context:
I think it’s philanthropic in that firstly directors can be quite
philanthropic in their attitude of serving on these boards, because…you
wouldn’t take on a board like that in normal private sector business,
without the proper remuneration … I mean, what’s philanthropic, it’s not
handing out money as donations, and feeling good about that. It’s
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delivering…needed services to people in the community. It’s paid for by
government at the end of the day but it’s the delivery and adequacy of a
free service to the public (D19).
One MHS director forward her opinion that viewing boards along a philanthropiccorporate spectrum failed to address broader philosophical issues. She noted
‘we’re a government board, and that’s the...philosophical conversation’,
highlighting that there are ‘really, really, curly...unresolved governance issues
…that arise just from the nature of being a government board’. Issues
‘fundamental...in health governance’ were perceived to arise from being
accountable ‘to our constituents’ whilst at the same time ‘being overseen by…and
reporting to the minister’, creating a ‘tricky’ situation for directors which
necessitated negotiation with both groups and a position considered to be less
clear-cut than dealing with shareholders alone (D13). Another director similarly
described the challenge of being an oversight board and finding a balance in being
responsible for ‘the effective running of the hospital… to government...to the
patients and the community’ (D12).
Personal frameworks
A further finding from the conduct of the interviews was that whilst directors may
not readily identify with theory-derived governance frameworks, a number had
clearly given considered thought to the issue and formulated a personal
framework which guided their directorship practice.
Whilst some directors expressed the view in broad terms that they ‘try to reflect
the values’ of the organisation (D23), or that the ‘over-riding philosophy’ to
which they related was ‘delivering the best outcome for our patients...to have
patient-centred, patient-focused health care’ (D15), others further related their
views directly to their governance role. That the following comments derive from
two long-standing, highly experienced directors, one of whom chaired a MHS
board and one a PNP board, is of note.
The MHS chairperson embraced their position as one of a broader stewardship
and reflected that ‘you’ve got a responsibility to those that will succeed you, not
only those that immediately succeed you, but those who will succeed you in years
to come’, citing the need to question ‘is it a better organisation now than when I

Chapter 5 Page 143

joined?’ and ‘what are we leaving for those behind who succeed us?’ (D22). This
long-range view was noted to provide the potential for conflict with some
stakeholders in the health services.
The PNP chairperson offered that in their experience the only real ‘governance
model…is to treat others like you’d want to be treated yourself’ that ‘if you took
your ten Commandments in life, and the main one is to treat others like you’d like
to be treated yourself, that would govern it’, that ‘all governance models are
common sense or behaving properly’, and that ‘you could produce any model you
like, and these two things stand out’. That simply putting everything ‘in black and
white won’t change basic behaviour, common sense, and the ethics and
stewardship’ (D3). His view underlined the importance of individual directors’
personal conduct irrespective of the articulated governance framework.
Governance processes: survey data
The selection process and personal values identification
Directors were asked to identify if they had participated in a selection process
specific to their role as a board member. Of the 29 question respondents, 13
(45%) indicated they had participated in a selection process whilst 16 (55%)
indicated they had not. One survey participant did not provide a response to any
of the governance process questions.
Of those respondents indicating they had participated, 46% served PNP boards
whilst 54% served MHS boards. Of those respondents indicating they had not
participated, 63% served PNP boards whilst 37% served MHS boards.
Directors indicating they had participated in a selection process were subsequently
asked if their personal values were identified during the process. Ten directors
(77%) reported they were identified, 2 (15%) reported they were not identified,
whilst 1 (8%) respondent indicated they could not recall. Of those respondents
reporting their personal values were identified 5 (50%) served PNP boards and 5
(50%) served MHS boards.
Directors reporting their values were identified during the selection process were
asked to specify how this was done. Four (40%) respondents reported their
personal values were identified during the process by individual (one to one)
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discussion, 2 (20%) by board selection panel discussion and 4 (40%) by a
combination of approaches which included; a) both individual and board selection
panel discussion (2), b) both individual discussion and (unspecified) personal
values questionnaire (1), and c) informal discussion (1). No respondents indicated
their personal values priorities had been solely evaluated through the use of a
personal values questionnaire.
The induction process and personal values identification
Directors were asked to identify if they had participated in an induction process
specific to their role as a board member. Of the 29 question respondents, 16
(55%) indicated they had participated in an induction process whilst 13 (45%)
indicated they had not.
Of those respondents indicating they had participated, 37% served PNP boards
whilst 63% served MHS boards. Of those respondents indicating they had not
participated, 77% served PNP boards whilst 23% served MHS boards.
Directors indicating they had participated in an induction process were
subsequently asked to indicate if their personal values were identified during the
process. Nine directors (56%) reported they were identified and 7 (44%) reported
they were not identified. Of those respondents reporting their personal values
were identified 6 (67%) served PNP boards and 3 (33%) served MHS boards.
Directors reporting their personal values were identified during the induction
process were asked to specify how this was done. Eight (89%) respondents
reported their personal values were identified by individual (one to one)
discussion, and 1 (11%) respondent noted ‘other’ methods of personal values
identification, for example a ‘long knowledge of each other’. No respondents
indicated their personal values priorities had been evaluated through the use of a
personal values questionnaire.
The performance review process and personal values identification
Directors were asked to identify if they had participated in a performance review
specific to their role as a board member. Of the 29 question respondents, 18
(62%) indicated they had participated in a performance review process whilst 11
(38%) indicated they had not. Of those respondents indicating they had
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participated, 50% served PNP boards whilst 50% served MHS boards. Of those
respondents indicating they had not participated, 64% served PNP boards whilst
36% served MHS boards.
Those directors indicating they had participated in a performance review process
were also asked to indicate if their personal values were identified during the
process. Seven (39%) reported they were identified, 9 (50%) reported they were
not identified, and 2 (11%) did not answer. Of those respondents reporting their
personal values were identified 3 (43%) served PNP boards and 4 (57%) served
MHS boards.
Directors identifying their personal values were identified during the performance
review process were asked to specify how this was done. Four (57%) respondents
reported their personal values were identified by individual (one to one)
discussion, 1 (14%) by group discussion and 1 (14%) by personal values
questionnaire (unspecified), and 1 (14%) did not respond.
Identification of the organisational values during the selection process
Directors were asked if the values of the organisation were clearly communicated
to them during their selection process. Fifteen (50%) respondents reported the
organisational values were communicated and 13 (43%) reported they were not
communicated. Two (7%) directors did not provide an answer to this question.
Of the respondents reporting the values of the organisation were communicated
80% served PNP boards whilst 20% served MHS boards. Of those indicating the
values of the organisation were not communicated 31% served private sector
boards whilst 69% served public sector boards.
Organisational values and directorship acceptance
Directors were asked if they took into consideration the stated values of the
organisation in making their decision to accept their directorship. Twenty-five
(83%) respondents reported they did consider the values of the organisation in
making their decision to accept their directorship, whilst 4 (13%) respondents
reported they did not. One (3%) director did not provide an answer to this
question.
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Of the respondents reporting they did consider the organisational values in
accepting their directorship 64% served PNP boards whilst 36% served MHS
boards.
In reviewing the response patterns to this question it was also noted that of the
total possible 17 PNP respondents, 16 (94%) reported they considered the
organisational values in accepting their directorship whilst of the 13 MHS
respondents, 9 (69%) did.
Organisational values identification at directorship commencement
Directors were asked if the values of the organisation were clearly communicated
to them at the commencement of their directorship. Nineteen (63%) respondents
reported the values of the organisation were clearly communicated to them at the
commencement of their directorship, whilst 8 (27%) respondents reported these
were not clearly communicated to them. Three (10%) directors did not provide an
answer to this question.
Of the respondents indicating the values of the organisation were clearly
communicated 63% served PNP boards whilst 37% served MHS boards. Of
respondents indicating the values of the organisation were not clearly
communicated 4 (50%) served PNP and 4 (50%) served MHS boards.
Personal-organisational values alignment
Directors were asked if they consider they have a sense of ‘fit’ between their
personal values and the stated values of the organisation. Twenty-nine (97%)
respondents believe they do have a sense of ‘fit’ between their personal values
and the stated values of the organisation. One (3%) director did not provide an
answer to this question.
Governance processes: interview data
Directors were requested to describe their organisations’ current director
recruitment and selection processes. Additionally they were asked to comment on
whether candidates’ personal values were evaluated during the process.
Directors revealed that the selection and recruitment processes utilised by
Melbourne metropolitan acute health sector organisations in the private and public
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sectors are markedly different. Additionally there is considerable variance in the
manner in which a candidate’s personal values are evaluated. The process findings
are now discussed.
Recruitment, selection and appointment
Directors reported that the recruitment strategy for MHS boards was dictated by
State government legislation (D1) and for PNP and private for-profit boards by
ownership group requirements and board membership preference (D3, D4, D8,
D24). Consequently selection and appointment processes differed between the
groups.
Directors also highlighted the differing frequency with which boards were
required to engage in the process, due to differences in service limitation
requirements and the natural attrition of directors. A PNP chairperson noted that
‘we only recruit directors as we require them’ (D3), a PFP director commented
that ‘we have not had a new director’ in approximately seven years (D5), whereas
a MHS director noted that for various reasons there had on their board been
‘vacancies every year’ (D1).
Directors from MHS boards reported that under the Health Services (Governance)
Act 2000 the limit on length of service for all directors is a maximum of nine
consecutive years i.e. three terms of three year appointment (D15, D18). For
example, one director commented ‘I’ve subsequently been appointed three times,
and I can’t be reappointed under the terms of the Act’ (D15). It was identified that
the initial period of Ministerial appointment to a board may be ‘one year, two
years, three years’ and that the maximum period of directorship could in fact be
‘three terms of whatever length’ (D1) as directors are required to reapply for
appointment at the conclusion of each term and are reappointed for a further one
to three years at Ministerial discretion.
Directors from PNP boards reported having either defined service limits, for
example three terms of three years or no identified limitation on the length of
service (D7, D3). Similarly directors from PFP boards reported having a defined
service limit or no limitation on the length of service (D5, D24). One PNP director
also indicated that at the ownership group and chairperson’s discretion the length
of initial appointment offered may vary (D21).
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The participation of the Chair and board membership in the selection process was
reported to vary both between sectors and in the same sector. Similarly director
approval processes varied. MHS director appointments were subject to Ministerial
approval (D13, D16, D20) whereas for PNP boards higher representative
ownership groups ratified appointments (D2, D4, D8, D11) and for PFP boards
shareholders approved directorships (D24). The notable differences in process are
now discussed further.
Word of mouth – Invite and appoint
The theme ‘word of mouth’ describes the selection process identified by private
sector respondents. This process is essentially one where board members
informally recruit or formally nominate individuals meeting current requirements,
an individual or individuals being invited for a one on one interview with the
Chair or panel interview/s with variously the Chair, Chief Executive, ownership
group representatives or board member selection committee, culminating in a
recommendation for appointment approval of a candidate by the ownership group.
It is essentially a process of others selecting a candidate who then subsequently
selects to serve.
PNP directors overwhelmingly reported the use of an informal ‘word of mouth’
(D3) recruitment strategy: essentially a consultative internal board process with
proposed candidates required to be ratified by the congregational or
denominational ownership group (D3, D4, D7, D8).
The following quote by a PNP director is exemplary of the approach:
People are presented to us and I think that that’s occurred because ‘x’
person on the board says ‘I know so-and-so’ I think is very good…
individuals are approached, asked if they’re interested, we’re then given
their CVs (D9).
One PFP director similarly reported the use of this informal strategy (D5):
essentially a consultative internal board and organisation process with proposed
directors ratified by shareholders (D5, D24). Another PFP reported the use of a
formal strategy employing an executive search firm (D24). Each director noted
the direct involvement of Chairpersons and a selection committee or other board
members in identifying candidate requirements (D3, D8).
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The importance of this process in affording the opportunity to select directors who
are considered to have personal values which are congruent with, or consistent
with, those of the organisation was highlighted. As one PNP director commented,
the approach ‘allows you to search that out’ (D7). The following quote clearly
relates the perceived importance of personal-organisational values clarification in
this board’s recruitment and selection process:
We have a small committee that actually goes out and searches for new
members, and then usually the first interview is with the chairman…He
would talk through with the potential board member what’s important to
us, a bit of an explanation about the organisation, and then about the
values under which we operate. I mean we’ve got our own core values
within the organisation, but it’s broader than that in a board context, I
think, because the board is seeing decision-making at the highest level,
and bringing to that decision-making their individual values but also the
organisation’s values...I mean they’ve got to understand that we are a
religious organisation, but you don’t have to be Catholic to be on our
board. So that’s important, but we must also be sure that the potential
board member would uphold the values that we consider
important…Then, if the person wants to continue with the discussion, he
would then meet the committee. Then that person’s name, he or she, would
then go… to our board, and then recommended to the congregation…and
they make the final appointment (D7).
Concern regarding the use of external agencies and a preference for the word of
mouth strategy was voiced by several PNP directors, indeed a distinct preference
not to use recruitment firms was commented upon by one chairperson who was
happy with the current process and felt directors sourced in this manner were
more likely to be a successful match with regard to the values and culture of the
board. The following comment from another PNP director similarly relates such
preference:
I think from a values-based perspective, the way we’re doing it is
probably better. I think that when you go to a search company, you tend
to get the ‘professional’ board member, which may be fine, but I’d lean
towards the other…especially in the not-for-profits (D7).
One PFP director conveyed a note of caution regarding the use of recruitment
firms, and the general preference by board members in identifying and inviting
candidates themselves stating:
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On all the boards that I’ve sat on over many years, I’ve never seen a
board resort to head hunters...I suppose it depends on the company’s
situation, but I would lean towards thinking that it’s not
appropriate…Indeed in every board I sit on, when there’s a vacancy, the
nominations committee, the nominations process enunciated by the board
itself, is the way that an invitation is extended (D5).
The perception that the use of recruitment firms was not only unnecessary, but
potentially detrimental to the ‘dynamics’ of the board was also commented on by
the director:
I know that X would not resort to head hunters…One of the reasons is
that the range of contacts the board has is quite extensive, so it’s pretty
hard to imagine…that we can’t identify the skills we’re looking for, the
skills set, then we identify someone who we reckon would fit into our
team…why don’t I like head-hunters? I think you run the risk of upsetting
the balance, the culture and the team work of the existing board by
throwing unknown quantities into the equation (D5).
His comments also highlighted that whilst the skills set identified as being
required by this board drove the initial search for individuals, the process was also
deemed important in facilitating the acquisition of individuals considered to be an
appropriate ‘match’ with the current board membership.
I think you look at what skill you would like to have, whether it’s
marketing skills, a human resources skill, an IT skill, a financial
background…who do we know amongst ourselves that could do this job
for us? And you then identify the candidates from the people that you
know. That doesn’t mean they’re like-minded, but because you know
them you have some understanding of their values, the way they behave,
and whether they’ll be able to work in your team. So that’s the reason
that I support that selection process (D5).
Advertise – Apply and appoint
The theme ‘advertise’ describes the process identified by MHS directors. This
formal process dictated by legislation is essentially one of public advertisement
for board positions, expression of interest and written application by individuals
on an identified pro forma, short listing of candidates and recommendation to the
Minister for Health by Department of Human Services staff, with or without
additional consultation with board chairs and members, approval and appointment
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of all directors by the Minister and all chairs by both the Minister and Cabinet.
Not more than nine individuals are appointed to a MHS board, and board
composition is regulated to prevent over-representation of professional groupings
and to be reflective of the broader community. It is essentially a process of
candidates selecting themselves to serve and subsequently being selected to serve.
While directors identified recruitment was by way of advertisement by the
Department of Human Services (D13), they also noted that an individual could be
approached informally by a board chair or member and encouraged to submit an
application (D14). One MHS director commented that ‘metropolitan health
services boards are advertised in The Age…So in terms of recruitment it’s public’
however, she added that the process can be influenced by board members
approaching people and saying ‘how about you apply for this’ (D13). She also
commented that ‘I reapplied last time’ (D13) thereby highlighting that sitting
board members are required to reapply at the end of each term.
The selection process was external to the board and consultation between MHS
chairpersons and Department staff during the process was reported to vary (D1,
D16, D18, D22). Some chairpersons identified that they had input into indicating
preferred requirements for new members (D22) whilst others noted that they had
not ‘been engaged in any selection process whatsoever’ (D18). That this situation
had the potential to create challenges with respect to the operation of the board
was commented upon.
Indeed several chairpersons and directors reported a sense of frustration with
respect to their involvement in the selection process and the seeming lack of
transparency in regard to director selection and assignment. This view was
conveyed by one director, who noted it was her impression that there ‘was a
blanket call for people, and then somebody somewhere matching people to
boards, but without any real open transparent process by which you could figure
out how the matchings actually happened’ (D14).
Another director stressed that the ultimate decision regarding appointments was
outside the control of the board noting that the Department ‘reserves the right to
nominate to the Minister either appointment or reappointment of directors of all
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public hospitals in Victoria’ that ‘board members are appointed by the Minister
on advice from her department’ and that ‘chairs are appointed by Cabinet’ (D1).
MHS directors also identified the importance placed on both skills and experience
of individuals in the selection process. The following quote is exemplary of this:
The selection was trying to get a skills mix, and I think to a large extent
that’s still what the department does; they like to get someone who has a
labour background, someone who can bring a care perspective, a clinic
perspective, you know, those sorts of mixes (D13).
The role of government policy in influencing director selection criteria was
particularly commented upon by MHS directors who identified that this was
especially notable in respect to the skills mix, community representation and
diversity of MHS board members. The following two quotes from MHS directors
illustrate this point:
There have been various changes that have meant that Cabinet has
discussed whole boards, not just Chairs. They have an active role, in
other words. This is particularly because when this current State
Government was elected first they wanted to take the directorships of the
hospitals out of business and into the community. So for the first time in
quite a long time, boards are composed of a range of people from the
community, some with health experience, some with legal experience,
some with administration experience, some who are professional
directors and sit on various boards (D1).
So I would say that public sector appointments are influenced less by
merit matters than private sector processes…for example, there are
policies about affirmative action which are less evident in the private
sector than the public sector…If you look at the public sector, certainly
at the Commonwealth level and more recently at the state level, the
gender balance…is quite different to the private sector because of the
affirmative action policies. Now, whether we get the best of
governance through what one might call interventions of that nature
would be debatable. There are good sides to it, and there are
weaknesses to it (D22).
Most important selection criteria
Directors were requested to identify what they considered were the most
important criteria for board membership selection. Directors’ responses
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highlighted that both tangible and intangible criteria were viewed as being of
importance. Additionally, the influence of ownership groups on determining the
selection criteria was highlighted. Directors’ responses are now discussed.
Tangible criteria – Education and experiential skills
Reflecting on the criteria they considered most important for director selection the
majority of directors discussed, in the first instance, the skills mix requirements of
the board. Directors from both public and private sector boards reported on the
selection of individuals relative to identified skills and the skills mix of the board.
In some instances very specific skills were articulated in others broader generic
skills.
Directors identified they sought individuals with ‘particular skills’ (D21), such as
financial (D3, D5, D21), legal (D3, D6), marketing (D5, D6), human resources
(D5) and information technology (D5) skills. However the skills required by the
board were noted to potentially vary with time (D3, D9). That appropriate
qualifications in the skill area were desirable, and that it was necessary to ensure
the authenticity of reported qualifications was also commented upon by directors
(D3, D9).
Skills requirements were linked to the apparent expectation of participation by an
individual in relevant sub-committees, for example, finance and audit committees
relative to an individual’s financial skill set (D15, D21). Skills requirements were
also noted to relate to the organisational situation, for example one PNP director
emphasised the importance of having members with financial skills to ensure the
board was ‘not trading while insolvent’ (D21).
The following response by a PNP director highlights this expectation that a new
member will ‘add value’ to the board through the skills they bring, whilst also
identifying that this requirement is viewed alongside the expectation that the
individual will also have a personal values alignment with the values of the
organisation:
That they’ve had commercial experience, that they can add value to the
board, particularly both at the board and in subcommittee, so they can
join finance and audit, quality and risk, for example. A lawyer now
joining our board would be very good on a quality and risk
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subcommittee. So if they can add value at the subcommittee level, it
might be in property, it might be in marketing, commerce, law, medically,
for example, that they have experience at senior levels in organisations
outside of health care, that they can bring a new perspective, and that
they have…an alignment with our values, because that will affect their
behaviour in board conduct, in working collaboratively (D6).
One MHS director identified their personal experience in this respect:
They chose me, and I assume it’s because I have a mix of skills…I have
an accounting qualification…So I was appointed, and I became the
board treasurer in the first instance, and in recent years have been either
the chairman of the finance committee or chairman of the audit
committee, audit and risk management, which is my current role (D15).
The following comment from one PNP director serves to highlight the
identification of skills and experience as director selection criteria, the influence
of the board situation on the desirability of particular skills sets and experience, as
well as the need for boards to evolve in response to changing circumstances:
We sit down and say…what are the skills, skill set we need to do this job
effectively? And I guess that skill set seems to have changed, and is
changing slightly…as the hospital is improving. The skill set that was
needed about four years ago was: How do we make sure we don’t go
bankrupt? So it was to do with finance, and to do with how to actually
structure the finances in a way that the thing would remain viable and
profitable…but now we are looking – because we are quite profitable –
for…a wider skill set of people to be on the board, and it’s a very ad
hoc process by which people are picked...It centres around have we got
somebody that’s legally minded, have we got somebody that’s building
minded, able to do buildings, somebody who is accounting…perhaps
PR, or consultancy abilities, so that they understand different
organisations…are directors in other companies who may…bring the
expertise of working in other corporate groups together to make sure
we work as a corporate group...I think there has been a sort of an
ambivalence as to how you should, and in what way the medical
profession should be utilised in a board…obviously as a medical
professional I think that the contribution of doctors is significant…So
the hospital made a decision to have a non-voting person there, who
was the director of the medical advisory committee…a fairly good
compromise (D9).
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Directors also reported the selection of directors was related to their experiential
profile. Experience perceived by directors to be favourable included non-profit
sector experience (D3), community experience (D3), broad business experience
(D3), senior level experience external to the health sector (D6), strong financial
experience (D3), legal experience (D3), commercial legal experience (D6),
property experience, religious order and organisation experience (D3, D4), aged
care (D21), health system (D21) and clinical practice experience (D21).
Intangible criteria – Personal attributes and role awareness
Experience, personal attributes and role awareness were also noted to be
important selection criteria. Directors commented on the selection of individuals
relative to their personal attributes. Such attributes included, by example,
‘honesty’ (D5, D7), being ‘ethically sound’ (D7), and having sound ‘judgment’
(D19). One MHS chairperson identified the most important selection criteria in
their view was personal ‘integrity’ (D18) whilst a PNP chairperson noted being
‘someone who cares about other people’ (D3) was essential.
The importance in the selection process of personal attributes in relation to skills
and experience requirements was identified by one PNP director who stated:
We are strongly influenced by the actual quality of the person. So we
look very carefully at what they’ve done before…their jobs…what sort of
things did they accomplish…I think that there’s a really…strong focus on
the quality of the individual…and the skill set is important, but in some
ways its almost the quality of the individual that seems to be one of the
over-riding factors and certainly when I look I am more influenced by
that (D9).
One PFP director also raised the issue of one’s personal association with
individuals who had sought-after qualities, ‘characteristics that you know people
you know have’ (D5), and the capacity thereby to identify suitable candidates for
selection. Personal attributes that he considers important in director selection are
outlined in his comment:
The over-riding thing is that you want them to be open, honest, and
respectful and competent in the area which you’re looking for (D5).
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An awareness of the role and governance responsibilities of a director in the
health sector was cited by one MHS director as the most important criteria for
director selection, as is illustrated by his comment:
An awareness of governance responsibilities to the patient, to the
institution, and to the community at large...it is much broader than being
a director of a not-for-profit organisation…and quite different from a
commercial enterprise where somebody might be director of a company
where the primary goal is to succeed commercially. There may be a
commitment to the quality of the product and the service, but not in the
same sense as our board of directors has responsibility for patients. So I
think governance is number one. I suppose under governance, then, is the
quality of the program, and continuous improvement of the services
being offered…that sense of desiring quality outcomes…is a proper
motivation for people who go on the board (D1).
Intersection of tangible and intangible criteria
Directors frequently reported both the tangible and intangible criteria they
considered important in an inter-twined manner (D6, D19, D20). The following
comment by one MHS director highlights this interplay and her view that
essentially there is little difference in the criteria that should be applied to
directors serving in the health sector:
I think board members obviously have to have some experience that is
relevant to the skills set that they’re looking for. Any board has to have a
range of skills…you’ve got to make sure you balance the right type of
skills you want on a board. So on some occasions you are recruiting for
particular skill areas. I think judgment is another important element to
have as a board member, because you are continually making judgments
about major issues that come forward. You are not involved in the day to
day running of those issues, so you have to be able to make judgments
about issues that are brought forward on the basis of information. You
have to make judgments about people that are in the organisation, in
terms of their performance and capabilities. You have to have a sense of
commitment…you’re not in health service boards to make any money…I
find the board of a metropolitan health service to be no different to any
other board in the sense of the criteria that should be applied in the
selection of board members (D19).

Chapter 5 Page 157

Selection considerations – value, balance and fit
A noteworthy finding from the conduct of the interviews was the frequent
reference by directors to the need for the selection of directors to ‘add value’ to
the board, and importance for the process to ensure ‘balance’ of the board and ‘fit’
between a candidate and the board.
A number of directors commented on the need to seek individuals who would
‘add value to the board’ (D6). The following quote from a PNP chairperson
exemplifies such comments:
We wouldn’t appoint anybody unless we felt they can add value. So that’s
got to come out in the interview and our knowledge of the background of
the individual (D3).
Directors also referred to the need to ensure the right ‘balance’ of people on
the board (D3, D4). Balance was reported to be considered in terms of factors
such as age (D4, D6), gender (D3, D4, D7, D22) and skills and experiential
mix (D3, D4, D7).
By example one PNP director noted ‘we try to get a right gender balance’ (D3).
Another said they: ‘try to get a balance of gender, of backgrounds, of experience,
and, to some extent, of age, although that’s always difficult’ (D4). Whilst another
reported ‘initially we look for a balance across the board, women and men, a
balance of expertise, and review that every so often to make sure that we are
covering all the areas that, as a board, we need’ (D7). Reports from one MHS
director similarly identified considerations of this nature were made with respect
to board composition (D22).
Directors also considered the selection of candidates in terms of the importance of
their ‘fit’ with the board both as an individual and contributing member (D3, D7).
Such ‘fit’ appeared to be considered not only in terms of explicit criteria such as
the skills an individual brings but also more subtly in terms of the personal fit of
the individual with the composite board membership.
One stated that ‘to select a director we have to look at the fit of directors that we
have and try to get a balance of experience and people who have a not-for-profit
background or wish to be involved in the not-for-profit area as well as bringing
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good business and community acumen… if we have a vacancy we go out and
recruit a person who we think can fit with the current directors but who can bring
a skill that we might be lacking’ (D3). Another identified that during selection
interviews he considered ‘how would this person work within our board and our
organisation’ (D7).
Personal values identification in recruitment and selection
When reflecting on the use of personal values identification in the selection
process, directors’ experiences were perceived essentially in terms of the
evaluation being of an explicit or implicit nature. Experienced consideration of the
importance of personal values evaluation at the point of selection and the ‘on the
ground’ reality of individuals’ stated values were also highlighted.
Explicit evaluation
PNP directors reported the evaluation of personal values was explicit in the
selection process. Often where the use of values evaluation was articulated, this
was linked to a perception of the importance of personal values congruence to
board decision-making. By example one PNP chairperson stated:
We want to understand their values, what they perceive to be important
in the decisions that they make, because we want to make sure that our
values, the values of our hospital, are consistent with their views and
values. This is a Catholic Hospital, so we’ve got certain principles that
we need to comply with…they need to understand our mission, our
values statement. They need to be comfortable, because it’s not fair on
them as they’re sitting around the boardroom table and they don’t
share those same values. That would be difficult for them to be able to
add value, and be comfortable in doing that, if they didn’t share the
same values (D8).
That values evaluation was commenced from the outset of the selection process
was commented upon by PNP directors, the following comment is illustrative:
They are provided with a copy of it right up front, and in fact in the
interview situation that would be explained to them, and we’d be talking
about the mission and the values of the hospital and how we operate, and
in fleshing out you’d ask them how they could contribute to that, how do
you believe you could contribute, what are your skills sets? That’s one of
the reasons why word of mouth and knowing people is pretty important,
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because you’ve just got to get the right person to come into a hospital
like this on the board (D3).
Additionally directors on occasion emphasised the importance of the personal
values of the candidate being congruent with those of the organisation as being as
important as the skills requirements, as the following comment reveals:
I’m aware that there are several major things that they look for. One,
very importantly, is a match with the values of the organization. The
other one is the skills set that they require…People go looking for folks
that can fit in to that sort of ethos and that skill set…when vacancies
come up (D21).
In comparison only one MHS director reported a similar form of evaluation and
the need for this was seen to relate primarily to the nature of the hospital and
board served. Her thoughts follow:
As an individual I think at the X it’s incredibly important…we can’t
afford to have board members in values incongruence…They don’t have
to advocate…everything we do, but they need to understand...So values
are something that probably more than a lot of other hospitals, we’re a
lot more mindful of values differences and values sensitivities…and
hopefully directors who decide to come on one of these boards actually
do their homework and do understand that there are fundamental values,
and particular choice (D13).
Implicit evaluation
MHS directors reported the evaluation of personal values was implicit in the
selection process. Many reflected on the subtle nature of personal values
evaluation and the role of the process in permitting the opportunity for evaluation.
One MHS director commented that she perceived the process of values evaluation
was implied by the wording of questions on her application such as ‘what would
we bring to the board, what would our contribution be, not our values per se, but
I think our values were implicit in the answering of that question…a strong
commitment to public health…that sort of comes through…so, I think it was more
implicit… rather than explicit.’ (D13). That application for selection was made
via written format and submission of her Curriculum Vitae as opposed to an
interview was commented upon.
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Other MHS directors who had participated in an interview reflected that values
evaluation was an element of the process, however not overtly so. The importance
of personal values evaluation to both board cohesion and the requirement for
directors to have to make values-based decisions was additionally related. The
following two comments highlight their experiences:
Perhaps their assessment of me was not necessarily exactly values-based,
but will I be a good fit, because also it’s difficult to have a cohesive
board if you’re very much at odds, and I guess it comes down to values at
the end of the day, but that, to the best of my memory, wasn’t actually
explored in any detail… it was more about your political values – and
not overtly so, but did I believe in the philosophy of public hospitals
(D12).
I think that does come through as part of any sort of interview process,
because…having a strong sense of values and ethics is very important in
this sort of role. It’s got business aspects to it because at the end of the day
they’re large operational businesses and they have to operate within tight
financial constraints. But when you look at the business that they are in if
you can call it that, it requires – it’s dealing with people. That’s what we’re
doing…so the values have to come through as part of an interview process.
There wasn’t, I don’t recall, a series of questions…on values, but, I think it
doesn’t take too long to sense out with people whether or not that is part of
their ethos or not, and if they are the type of person that operates with ethics
and value systems around their judgments but they won’t necessarily ask
specific questions about types of values that you have (D19).
Evaluating personal values alignment at the point of selection
One MHS Chairperson identified their perception of the importance of personal
values clarification and evaluation at the point of selection in facilitating
subsequent values alignment between the individual and the board noting:
It would be an observation I would have that if you’ve got the right
processes, and you’ve got good selection processes, it should be a highly
unusual situation where you have major differences of views based on
values and ethics (D22).
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He also considered that individuals should be afforded the opportunity to evaluate
their personal values alignment with the organisations’ values at the outset noting:
People don’t change values much from their basic learning’s, therefore,
it’s very important at the entry to an organisation that we make clear
what values we are seeking and what we seek to do around here (D22).
Another MHS director commented in a similar vein:
I think you…probably have to do it at selection. It would be too hard to
…change somebody’s values once you’ve selected them. Or it would be
too late to make a decision about somebody’s values at induction. You
really need to make that judgment call, for want of a better term, at
selection rather than at induction. And you can do that by asking a
couple of questions (D15).
Values clarification processes in practice
Personal values measurement
Directors viewed the use of values evaluation via values priority measurement
instruments with caution and even inappropriate in director selection. One PNP
chairperson identified their reticence to use values measurement instruments in
the selection process stating ‘I think the nature of X is that it’s such a people
driven organisation and patient driven organisation that I don’t think you can sit
down and use a box type approach. It’s got to be a very individual approach in
my mind. I think it’s worked very well in my experience here, and I don’t see any
reason to change that at the moment’ (D3).
A comment was offered by one PFP director who noted that in their view the
predominant reason for evaluating personal values was to relate them to actual
directorship practice, and that while it is valuable to gauge an individual’s
personal values at the outset the important test is really whether their stated values
were demonstrated in their conduct. They suggested that this might be achieved
by evaluating directors against an identified board code of conduct.
Values evaluation opportunity
The challenge was made by one MHS chairperson that, in principle, the idea of
values evaluation was all well and good, however, she was not in a situation
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where she was able to select the new members of the board, or even necessarily
given the opportunity to meet them prior to appointment. Her comments follow:
Those sorts of issues…exist when you have the right, luxury or authority
to choose the people on the boards that you sit on. None of the boards
that I’ve been on…have had those sorts of rights…I don’t have a right to
choose, it’s not my choice. Yes, you may be offered a one or two-person
option as to who you’re going to have, but by and large the choices are
not free and independent…the people…were elected by other people,
they were not people that you chose to work with…It’s not an old boys’
club in that regard...in contrast to some other boards where old boys’
networks apply, and you can pick who you want to work with, or who you
don’t want to work with. And sometimes it requires some skill to work
with people who you don’t particularly like…very difficult personality
styles…and who have very different views about how the world operates,
so there are plusses and minuses about a board being able to have the
autonomy to choose or be chosen (D18).
This situation was echoed by a number of MHS directors, one of whom
highlighted that in the public sector individual board members have limited
opportunity to input the process:
We don’t have any final say over who’s appointed. This year we didn’t
even get the opportunity of interviewing anybody at all, so it’s only a
matter as to whether that opportunity is provided. Otherwise, when a new
member is appointed, we welcome them and we find out what their values
are as time goes on. And you hope they match (D1).
Words versus deeds
Directors from PNP, PFP and MHS boards (D7, D18, D24) cautioned that even
with the use of personal values evaluation during selection it was really thereafter
a matter of waiting to see if by ‘lived’ example individuals self-reported
statements regarding their values matched their deeds. As one MHS respondent
commented:
I think that living your values is a far bigger test than telling people what
your values are (D18).
Individuals from both the private and public sectors also reported that they
considered their values alignment when deciding whether or not to join a board
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but again it was a matter of actually being on the board to see if their evaluation
matched their experience. For example, one PFP director stated:
I do due diligence, if I’m invited to join a board and it’s one that I’m
interested in. I do due diligence and that allows me to have a window
into, to some extent, into the culture and values of the organisation. But
it’s only to some extent. You don’t get a good understanding until you’ve
been there for quite a while. And when you join a board, unless you know
the people who are on that board, you don’t know what the culture’s like
until you’ve been there and tried sitting there for a while and seeing what
happens. Then, if you’re there, and you find the culture is either not
appropriate, or not suitable for you, then you’ve got a decision to make.
You either try to be part of the change process, or you get out, you’ve
made a mistake and you move on (D5).
Induction
Directors were asked to describe the current director induction process.
Additionally they were asked to comment on personal values clarification
processes used in the induction process. With regard to board induction directors
reported varied situations in respect to the conduct, form and content of the
programs. Directors in the main conveyed that, given their personal experiences,
board induction was an area that offered significant opportunity for improvement.
Directors from MHS boards (D12, D13) and PFP boards noted that their induction
really commenced with their own self-directed due diligence enquiries. This
included reviewing websites, and making formal and informal enquiries. One
director noted that is hard for ‘outsiders’ to get information whilst another noted
that ‘it was probably easier for me than for a lot of people in that through the
hospital network you actually know who’s performing well and who isn’t’ (D12).
Additionally one PNP director noted that the induction process for new directors
really started prior to the selection process when potential candidates were given a
substantive amount of documentation to consider prior to selecting to proceed to
an interview. As his comments reveal:
Before that person had any interview, we sent them information,
including our strategic plan. We have an orientation, we have a
governance framework, we sent them that information…and we also sent
them a code of ethics…the Catholic health care code of ethics, code of
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ethical standards. We sent them this information and said to digest all of
that, are you interested…so then proceed with interviews (D6).
Directors’ experiences of induction programs varied from being not conducted
formally at all (D21), being conducted in a very informal ad hoc manner (D13) or
formally conducted (D12). Several directors noted that they were aware of
improvements in the programs offered to new members during their time on the
board and many noted that attendance was now compulsory (D1, D3, D6). The
following comments from a MHS director summarises her experience:
The induction was a folder that came through, that we were given…It
took, probably, eight months to organise, to actually get organised a tour
of both hospitals. It was outrageous, it took such a long time to get
organised. And so it was really just, on the jump…the induction was
hopeless, absolutely hopeless…I think since then there actually is an
induction program…and my understanding is they have a much more
timely induction: they meet with the chair, they’re taken through the
hospital…so it is happening now (D13).
Induction program offerings variously included site visits (D1, D3, D12, D18),
documentation packs (D6, D12, D18), meetings with senior staff such as the
CEO, CFO and Departmental Heads (D1, D12) and Health Department
presentations (D15).
One PFP chairperson believed that ‘touch and feel’ site visits were valuable in
that these helped new directors to better understand the hospital environs (D3). A
MHS director commented that they considered visits worthwhile in that they
offered an overview of the organisation’s respective facilities: ‘people get a tour,
with explanation, of the building, and are advised also to go to one or two of our
satellites…So the tour is a personal tour, with explanation about not just what
happens but about how this part fits into the rest of it’ (D1).
Several directors reported they considered their participation in site visits worthwhile.
As one MHS director commented ‘you can’t sit in a boardroom and understand the
issues’, rather you have to ‘actually get out and see the state of the hospital…you’ve
got to see how things are working, and listen to the people in charge of the various
departments and the people working in them. And it’s very informative…an eyeopener about, how things work…in the public health service’ (D12).
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Meetings with senior executives were commonly included in the induction
program and were reported to be a worthwhile opportunity to talk through ‘key
issues’ new directors may wish to explore (D12). Another MHS director noted
that the CEO was responsible during these sessions for providing information
regarding governance-related documents (mission statements, strategic plan,
policy and procedure manuals). One director related the brief session provided by
the Health Department was a ‘three hour talking-to’ which provided an overview
of the health system and board role (D15).
Several directors noted receiving documentation packs prior to or at induction
(D12, D13) that they found valuable, the following comment from one MHS
director being typical:
I was sent a large packet of information with prior board papers, prior
board finance committee papers, the quality reports, the financial
reports…which was very useful, it also gave me a…background before
you go into your first meeting, where you don’t know what the key issues
are or anything like that…to be able to see what had been discussed by
the board and the committees that I was most likely to serve on was very
helpful (D12).
The greater majority of directors noted that there was no discussion of personal
values in the induction program (D12, D15). However, directors serving two PNP
boards identified that personal values were discussed but more so in relation to the
values of the organisation: the organisation’s values were identified in compulsory
induction programs, implying there was an expectation that individuals would
consider their personal-organisational values alignment at the outset (D6, D8).
One PNP director commented:
We start our orientation training for staff with the values, and say, well
you’re signing on here now, or you’re not, and this is what the values
mean, and if you don’t feel comfortable with those, well, don’t stay. But
this is what it means, and we put it in a very plain English version…you
know, you can be here and live out our values without being a practising
Catholic, as most staff are not. But the values are not negotiable.
Directors…know those values and how we apply, they are really at the
core of what we do, every facet of what we do (D6).
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Additionally, one MHS director reported that whilst personal values were not
directly considered, they were touched upon in their induction sessions in the
context of the organisation’s values and values pertaining to specific demographic
groups served by the hospital. By discussing the organisation’s values, being
informed about the diversity of values within the client population and specific
values issues that arose from this in respect to service provision, one was required
to reflect upon one’s personal values. Her comments serve to highlight the varied
demographic groups served by different Metropolitan Health Services and the
diversity of populations served by her organisation:
Well, given that some of the values of (X MHS) had to do with the
specific demography within its catchment, there were a lot of discussions
about issues of the specific demography, the cultural issues, the
Aboriginal issues, some of the values associated with the diversity of the
population, and some of the issues that raises in managing the health
service well, and managing to provide care…It’s a very culturally and
socially diverse group, a lot of low socio-economic issues, a lot of drugs,
That…was discussed early on because of its relevance to the complexity of
delivering health care adequately to people who are not all white, AngloSaxon, English speaking, middle-class people…which we saw, for instance
in (Y MHS) where the population tended to be older and more middle
class…Certainly when I started at (X MHS) that was one of the significant
value issues that was discussed in my induction process (D18).
Performance review
Respondents were asked to describe the current director performance review
process. Additionally they were asked to comment on director personal values
clarification processes used in the performance review process.
With regard to the board performance review process directors reported varied
situations in respect to both the frequency of conduct and form of the program.
Directors revealed that the majority of reviews were conducted on an annual basis
(D5, D12) however some directors noted reviews were approximately every two
years (D15). Directors from PNP (D21), PFP (D5) and MHS boards reported that
individuals conducted a review of the whole board (D1, D12, D15, D18) and
additionally in some instances a personal performance review.
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The reviews were reported in the main to comprise a formal component (by
example, a questionnaire with consultant facilitated discussion) and informal
component (by example, a one on one meeting with the Chairperson). In every
instance it was noted that individual directors complete a whole of board review.
By example, ‘individuals do the appraisal, on the whole board, and their own
contribution and the contribution of others’ (D12). Some, however, noted that an
additional self-appraisal may also be completed as a part of the process (D21).
One PNP director reported that an evaluation report on the board’s performance
relative to benchmarked standards was provided by an external consultancy (D8).
Directors from both private (D7, D8) and MHS (D1, D15) boards noted
questionnaires were developed by external consultants. MHS directors also
reported that evaluation instruments were developed ‘in house’ by the Chair and
or board members/s (D12, D13, D18). The results of the review are reported to be
managed in a number of different ways.
In one instance a formal process was completed only every second year,
facilitated by an external consultant. The questionnaire focused on structure and
process issues, and board dynamics were commented upon. Additionally it was
noted that directors could initiate a meeting with the chair at any time should they
have concerns. The following comment describes one MHS director’s experience:
Two years ago we did a performance review, and it was done by using an
independent consultant, and we went through a questionnaire
process…we had…a half hour briefing, then we had a questionnaire and
then we came back after the questionnaires had been coordinated…And
then we probably spent an hour thrashing around how we thought that
was (D15).
One MHS director discussed the board’s annual review process, which utilises an
evaluation questionnaire developed by the Chairperson and associates, and which
they described as ‘a very good tool’, in that it was developed with regard to the
health sector setting. Their comment follows:
Performance evaluations are done annually and we look at the
committees, and the board itself, so every member of the committee and
the board will go through a fairly full evaluation process to look at a
whole range of things…whether people are contributing, if you think that
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an individual…who wasn’t contributing properly, you could actually
express that opinion to the Chair (D12).
Another MHS Chairperson noted that the formal annual review was completed
using a questionnaire she and board colleagues had developed. A questionnaire
was completed by each board member, collated, with the ensuing results forming
the basis of a discussion of the board and identification of items for action.
Comments were made that the use of external consultation may be considered in
the future but that cost was a consideration. She also noted that in the future a
formal evaluation of individual board members may be completed; however, one
needed to be cautious not to ‘frighten the horses’ as performance evaluations were
a relatively new process (D18). Her comment echoed those of others who
similarly sounded a personal or group caution about conducting formal appraisals
on individual board members. However, one MHS director noted that individual
directors are reviewed prior to reappointment if their terms are coming up and
they want to apply for reappointment (D1). That individual review may, however,
happen informally in an ‘off line’ manner was raised by a MHS director who
commented:
I think from a personal point of view, I think that the chairman does a bit
of a scorecard on where people fit, and clearly that’s in his discussion
with the Department. It’s not something I’ve been overly privileged to,
but I understand, just from a couple of comments that have been made
along the way (D15).
In discussing the process used by the board several directors reported that their
board followed a formal whole of board self-evaluation process but that there was
also an informal component.

The following comment by one PFP director

describes the inclusion of a discussion with individual directors with the
Chairperson:
The board assess themselves. I haven’t seen outside consultants come in
and do any of the companies I’m involved in. But I’m aware that some
people do that. It hasn’t developed that far, yet, with most boards. Most
boards self-assess. They do an individual assessment…about their own
performance, and the performance of the board, where the board might
be deficient. Generally then the chairman will then talk to each
individual director, one on one, about their response, and then the
chairman will give an overall report back to the board on what the
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assessments were. So usually it’s tick a box, and if one person said
unsatisfactory and one person said OK and one was very satisfied, that
sort of thing. So most companies are doing that now, but in X case it’s
not individual. It’s whole board (D5).
One MHS director also described having both formal and informal elements in the
review process. Her comments follow:
The performance appraisal…twenty standard questions but fired up as a
group discussion. The other thing we do, and I guess it’s kind of
performance appraisal…once a year…the Chair has one on one
conversations with us…how’s it going? What kind of supports do you
think you need? What are the things that the board could do to help you
more? What are your frustrations?’ So she’s very in touch. It’s a very
informal conversation. We have it off-site…go to her office and have a
chat…so that’s really useful (D13).
Directors from both MHS and PNP boards reported that reviews were completed
during a workshop or retreat program conducted by an external facilitator. That
the conduct of the review in a more relaxed off-site forum was especially valuable
in terms of interpersonal dynamics was commented on by one PNP director (D7).
The MHS director’s description follows:
We had a board performance workshop in August of last year.
We…adopted a questionnaire for an annual review…where we selfreview and have a private session at the end of the board meeting…about
how we think we’re all going, how the committees are going, how the chair
is going and so on…we’ve done that two years with a consultant (D1).
Directors revealed their thoughts on the purpose of the performance review
process. These included being a part of the board’s accountability to the
ownership group, as one PNP director related:
People understand their purpose extremely well you know, why they’re
there, and at the end of the day, what we are measuring are the
hospital’s and the board’s performance against, and are we delivering to
our X members…what they want for the hospital, spiritually, financially,
socially (D6).
A PNP director also related the board’s accountability to the ownership group but
also cited the need to meet clearly defined regulatory requirements, by example
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ASX governance guidelines (continuous disclosure, trading solvency). Discussing
the current review process he noted:
It’s not very rigorous…but having said that…the board has got the track
record, it has performed. You know, the investors, the feedback we get is
that the investors are very satisfied with the X board. We don’t get
complaints from investors about our governance, or about the
performance of the company or the board. So in that sense, it’s not
broken…and there are a number of boxes…in terms of ASX compliance
and CLERP 9 that we do not follow (D5).
Performance reviews were seen by members of MHS and PNP boards to provide
the foundation for planning improvements in the board’s performance as the
following two comments illustrate:
So it’s an evaluation of where we are, what we are going to do, how we
are going to go forward, how the board will go forward (D15).
Somebody, usually the facilitator – who is external – collates all that and
gives us the, you know, ‘In this area we’ve got most people happy, but in
this area most people are unhappy’. Then we often use that as a way of
planning what we want to do as a board for the next 12 months (D21).
The review was seen to provide an opportunity for evaluation of personal values
and organisational values congruence in some instances, though many directors
reported there was no discussion of personal values, and that this was not a focus
of the process (D15). PNP directors related personal values were considered in the
sense that members reflected on their own and the board’s performance in regard
to conducting themselves in a manner aligned with the organisation’s values (D7,
D21). Only one MHS director noted personal values were touched upon in
relation to assessing their performance in relation to meeting the standards set out
in the organisation’s code of ethics (D1).
Two chairpersons from PNP and MHS boards related that in their opinion the
performance review process did provide an opportunity to evaluate and reinforce
individual director’s personal values alignment with those articulated by the board
and organisation and where necessary to seek to enhance that alignment or
encourage an individual to consider continuing with their role. The following
comment from the MHS director conveys his thoughts on the matter:
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Values issues do affect…governance, and clearly what we would be
wanting to do out of activities such as that is, over time, people who
didn’t feel comfortable with the values we were promoting, we would be
looking to see change-outs or changes of behaviour that would move
towards that (D22).
This chapter has presented the summarised governance framework survey and
interview data that reveal the frameworks and processes that shape the practice
environment of Melbourne metropolitan acute health sector directors. Whilst it is
acknowledged that the statistical results of this study are representative of a small
number of respondents, the findings are complemented by the richness of the
interview responses.
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Chapter Six: Personal values and director decision-making
Introduction
The Values Guided Governance conceptual model (Chapter One) incorporates
three key areas, one of which is governance decision-making. This chapter
presents: firstly, the summarised survey and interview findings on the influence
directors perceive their personal values have on their decision-making in their role
as acute health sector board members, and secondly, additional findings on factors
that potentially influence personal values expression.

Survey data
Are directors’ individual decisions influenced by personal values?
Directors were asked if, as a member of the governing board, they consider their
decision-making is influenced by their personal values.
Twenty-nine directors (97%) reported their individual decisions are influenced by
their personal values and one director (3%) reported her individual decisions are
not influenced by her personal values.
How do personal values influence individual decision-making?
Directors were requested to briefly describe how their personal values influence
their individual decision-making and to provide examples.
Their responses as presented in Appendix 6.1 (PNP directors) and Appendix 6.2
(MHS directors) highlighted the manner in which values were perceived to
influence decision-making and a range of issues in which these were deemed to
play a role. The importance of personal values in decision-making was
emphasised by one director who stated, ‘I could not imagine not to be influenced
by personal values’ (MHSM) and another who noted that ‘They impact in every
way on all of my deliberations and decisions’ (PNPN).
Directors variously identified that their values underpinned elements of their
governance and directorship practice (PNPG, PNPH, MHSF, MHSI), directed
their service motivations (PNPJ, PNPK), guided their sense of accountability
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(MHSA, MHSF), and created a sense of congruence with and hence commitment
to the values and mission of their organisation (PNPB, PNPC).
Directors also noted their values influenced the way in which they sought to analyse
and assess situations (PNPD, MHSA, MHSH, MHSI, MHSJ), dealt with value
conflicts (MHSD, MHSI), and with interpersonal conduct in their directorship role
(PNPB, PNPH, PNPL, MHSF, MHSI). Several cited examples of how their personal
values influenced their decision-making with regard to specific ethical issues (PNPE,
MHSD, MHSH).
Of particular note is the language, the value words directors chose to use to
answer this question. Thus, I have presented both PNP (Appendix 6.1) and MHS
(Appendix 6.2) directors’ responses in full. My decision to include them in this
format is because the quotes so strikingly draw attention to the manner in which
directors from each sector answered the question. When viewed collectively, the
nature of the responses and the values directors emphasise, reveal differences
between the groups.
Such emphasis is of even greater interest when considered in the light of the
values respondents from each sector identified as being their most important
guiding principles. It appears that the values directors identify as the most
important guiding principles in their lives do guide their real life directorship
decision-making and practice. Five private sector directors make specific
reference to honesty as being a personal value of particular significance (PNPA,
PNPB, PNPF, PNPI, PNPL). As identified in Table 4.3, the representative value
item rated (from the 57 values presented) by private sector directors as the most
important guiding principle in their lives is honesty (being genuine and sincere).
Additionally, it is noted that public sector directors make direct reference to
personal values such as equity (MHSG, MHSK, MHSL), and social justice
(MHSL) or comment in this vein (MHSB, MHSC, MHSE). Indeed nine of the
responses reveal the directors’ sense of alignment between their personal values
and public health principles (MHSA, MHSB, MHSC, MHSE, MHSF, MHSG,
MHSJ, MHSK, MHSL). As identified in Table 4.3, the representative value item
rated (from the 57 values presented) by public sector directors as the most
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important guiding principle in their lives was social justice (correcting injustice,
care for the weak) whilst equality (equal opportunity for all) rated third.

Interview data
Do personal values influence directorship decision-making?
Interview participants were asked ‘in your experience as an acute health
governing board member, do you consider that the personal values and value
priorities of individual directors influence their decision-making?’
Each of the twenty-four directors answered in the affirmative, answering ‘yes’ or
variation thereof such as ‘absolutely’ (D7), ‘very much’ (D10), ‘they can’t but’
(D18), ‘no doubt, there’s no doubt’ (D3), or ‘it would be very difficult for them
not to’ (D12). The essence, however, I consider was best captured in the following
response:
I think absolutely. I think it would be a brave or deluded person who
would say otherwise (D13).
Personal values revealed over time
Many directors went on to qualify their position, highlighting that such influence
is not always apparent in the first instance but that often the connection was only
revealed over time through observation. The following two quotes relate this
point:
I think they do, but I don’t think it’s something that’s laid out there on the
table to begin with (D16).
It’s not overt. It’s “Well, this is the way we think, and do, and act” (D22).
One Chairperson emphasised that it was only with the passage of time that
individuals’ ‘real’ values become ‘visible’, and that espoused values were
meaningless unless carried through into an individual’s decisions and
demonstrated behaviours, that it was only with time that the ‘connect’ between
what one says and what one does is possible to evaluate. Indeed, she believed that
seeing an individual actually ‘living’ their stated values, seeing words and deeds
match, was where the true influence of an individual’s personal values was
revealed:
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I have a very cynical view about people’s descriptions of their personal
values. It’s not the words, it’s the deeds. Sometimes what people say
about their values are not actually what they demonstrate as you get to
know them and see what they do (D18).
Other directors echoed her view, noting that the real challenge is in how values
are ‘lived’ (D6, D7): it is in the day to day attentiveness to living in congruence
with professed values that the depth of an individual’s or organisation’s values are
revealed.
Personal values awareness
Numerous directors recounted that an individual’s personal values and value
priorities only became visible in dealing with specific issues. The following
comment illustrates this point:
Personal values are clearly evident around the board table whenever we
have a discussion that might touch on areas that might bring personal
values into play (D15).
That this was most evident when dealing with issues that highlighted values
differences between members was also commented upon (D1, D6, D15, D16,
D18). The following quote relays this point:
Where we have difference and controversy is when particular issues
come before the board and people start expressing different values or
different opinions on that issue because they have a different values base
on it (D1).
Directors also commented that even if their own or others’ values were not
necessarily at the forefront of one’s awareness in decision situations, they were
nonetheless the subconscious underpinnings of decision-making. The following
comments from two directors convey this point:
The values are there but I don’t know that we talk about them or think
about them in those sorts of terms. That person is that sort of
person…but you don’t sort of think their values are ‘da, da, da, da’.
But…when you think about the values that underlined all of that, that’s
really what we were getting angry about. It is at the base of all of that
you just don’t talk about it in those terms (D10).

Chapter 6 Page 176

It’s a respect, it’s equal. It’s got all those things…the point of view that
we’ve got to make sure all these people have equal opportunity. I
suppose the value comes through. I don’t sit there every day thinking
‘values’…You do, but it’s only in your subconscious (D16).
Along this line one director related her view that it is essential to recognise that
the values guiding directors’ decisions have both an explicit and implicit nature,
that whilst some values might be openly stated and acknowledged as directing
decision-making, others were seemingly ‘ingrained’ in the health service psyche –
for example, the importance of having short waiting lists:
I guess the values really come into play either explicitly or implicitly.
And most of the time I think it’s implicitly in health…I think waiting lists
are implicit. And these are values decisions (D13).
Several directors related their perception that in some instances the values and
value priorities which individuals bring to the table are apparent ‘up front’,
especially where there is an issue they wish to promote or to which they relate
(D1, D9, D12), as the following comment highlights:
Individuals have particular issues, values that they want to promote.
One, for example, would be serving the culturally diverse patient
population and their families. That’s a particular hobby-horse of a
couple of directors…the others go along with it…there’s that kind of
variation (D1).
That an individual’s values and their advocacy of issues might be shaped by their
personal or professional experiences was touched upon by a number of directors,
a view clearly related in the following quote:
We have one director on the board, who apart from being a highly skilled
individual…had some serious…health problems…and that’s obviously an
area of interest for him, and so he always makes sure he takes a
particular interest in that…then there is another person who you could
say is a community representative…that’s an area of interest to him, and
obviously he brings that aspect of discussion to the board…I’m not
particularly passionate about any particular area. I’m more
concerned…have we got the right services? Are we delivering them
properly? Are our facilities good enough? (D12)
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Personal values similarities and differences
Several directors shared their reflections regarding board members having similar
value priorities, the opinion that there was greater similarity than not and that the
nature of health service boards and the backgrounds and interests of individuals
who put themselves forward or were sought for service was such that a high level
of values congruence was likely:
Yes, because the values are very commonly held among the board
members. They are congruent (D1).
We haven’t yet, in my experience, found a person who’s kind of an
outlier, positive or negative, that their behaviour, their values, are very
different to the range across the board they’ve joined (D22).
The role of human resource processes in facilitating values congruence amongst
board members was also raised, as was the notion that the personal values of
directors serving other industries may vary. The following quotes from two
directors illustrate these points:
It’s probably worth going back to the issue of why do people join these
boards…It’s not as if the people who join health service boards and who
are health professionals are a mirror image of the community at large.
So, on altruism as a parameter, for want of a better term, people who are
on health boards and who are in the health services, I’d say, most
predictably would have a higher degree of altruism in their personality,
their values, their make-up, than somebody who might be working for
Coles Myer…There are a number of us who came very late into the
sector…have no history at all in the health services field until quite
recently. So what I’m trying to paint is that the people who are active in
the field, it’s highly likely that the value sets are going to be congruent
because they’ve come from self-selecting into a field…that’s of interest to
them, driving interest…So it’s very unlikely that, given an organisation
that’s got good processes for checks and balances, that you’re going to
get controversial differences of views on ethical issues. It would be an
observation I would have that if you’ve got the right processes, and
you’ve got good selection processes, it should be a highly unusual
situation where you have major differences of views based on values and
ethics (D22).
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You can sense whether people have the values you’re looking for…if they
don’t have integrity, if they don’t have application and hard work, if they
are more interested in their own aggrandisement than helping others,
then they probably don’t want to be in the hospital system (D16).
A number of directors actively supported diversity with respect to the experiential
mix of individuals selected to health service boards, for example, one director
commented ‘I do support the government in desiring to have business people or
commercially-minded people in the mix’ (D1). Others voiced some hesitancy,
noting the importance of ensuring that individuals who brought a knowledge and
appreciation of clinical ‘reality’ had a place at the table (D9, D23).
That any perceived values differences between members may be a matter of
emphasis rather than fundamental difference was touched upon by a number of
directors. This view is articulated in the following two quotes:
I’ve not felt that there has been a major difference in anybody on the
board’s value sets anyway. Clearly there’s been some differences of
opinion, but not in underlying principle (D15).
I can’t recall anything where there’s been a strongly different position,
certainly with an overall board position. You’ll always get differences
with some individuals. It’s more emphasis rather than a totally opposite
sort of position. But I don’t recall it ever affecting any particular
decision. You know, different people come from different backgrounds,
and have different emphasis, but it’s never been a real issue. It’s been
points of emphasis, rather than anything fundamental (D19).
One director added that a difference in perspective, rather than underlying
personal values, might be at play. Directors may simply view health care service
provision from different positions, their view ‘framing’ their decisions:
I don’t know about their personal value sets…I personally have difficulty
in public health care money going to shareholders…being taken out of
the care systems. So…that’s a personal value that I have. But I can’t
imagine that any of the people sitting on the boards are any less moral or
ethical…it’s just my choices…if we’re having a health care system where
people have universal access we should be looking at ways, whereby, all
of the money is poured into the health care system…I think that’s a lot of
it…You’re either a health economist that believes in the competitive
market or you’re a health economist that doesn’t believe in the
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competitive market…your ideology is entirely different but your values
aren’t entirely different (D14).
However, other directors described scenarios in which they believed there were
very real differences in the values directors held in respect to the conduct of
specific medical procedures. To this end one director noted that she was aware of
individuals who had identified at application that they did not wish to serve on the
MHS board of which she was a member, as the hospital conducted medical
procedures to which they were personally opposed due to their religious
convictions. She, in contrast, strongly supported the provision of these procedures
on the basis of individual choice (D13).
Personal values application
Commenting that members of their board have values and value priorities which
they perceived to be essentially congruent, one director emphasised it was in the
‘actual application of the value to a case’ (D1) where differences may be
detected: that commonly professed personal values might in response to the same
situation be applied differently, and that differences in directors’ application of a
value create potential flashpoints in board decision-making. He cited the value
‘forgiveness’ (D1) as an example, and recalled a situation in which directors were
challenged by a personal desire to forgive an individual their actions yet needed to
weigh their application of this value in the circumstance against the risk of
reputational and legal consequences for the organisation. In the following case,
even where policy guidelines were noted to exist, varied application by directors
of the value ‘forgiving – being willing to pardon others’ (Schwartz 1992), is
illustrated:
I’ll try to give an example that doesn’t breach confidentiality…a serious
matter coming before the board…a member of staff in an important role
misbehaves in some way that is less than criminal but affects other
people…it’s felt to be serious enough by the CEO to report it to the
board…We have a policy on this, and the policy is being carried
out…then as we debate it, there are some people who want to really
punish this person, like dismissal. It’s really serious from their point of
view. But others say well, it’s not that bad, surely this person can be
reconstituted to behave a bit better…rather than a penalty. A board can
divide on those questions because personal values of people about
reward and punishment, in this case punishment, vary. Some people are
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stricter than others, some, where the behaviour has been misleading,
think people should be made an example of and punished visibly. Others
feel that’s a bit rough, and shouldn’t there be a bit more leniency…a bit
more forgiveness in a diverse organisation. So it comes down to those
…variations of opinion on a particular issue (D1).
Personal values and decision-making
Interview participants were asked if they could give examples of situations in
which they perceived personal values had influenced director decision-making.
Directors identified numerous decision situations in which they perceived their
own or colleagues’ personal values played a role. However, it became apparent
that in engaging with the interview question many directors traversed a number of
related issues.
The following quotation exemplifies an excerpt from which I gained insight into
the diversity and complexity of values issues faced by directors, issues creating
values conflict, value conflict resolution strategies, and the perception that
specific issues bring directors’ personal values to the forefront in decisionmaking. Additional matters such as values application, values issues and conflict
occurring at different levels of interaction, the role of board decision-making
processes, health service paradigms and challenges (for example in this instance
funding) were also uncovered:
We’ve had debates and values clashes on all sorts of issues…We’ve had
it on referrals from private hospitals to us…we’ve had a clash of values
on should we do…a commercial proposition…That was resolved in the
end by doing a third shift a day…so we had a clash of values about that.
Some said absolutely not…on the other hand, we don’t get enough
funding…can we make some commercial gain out of the processes we
have that are unique and that people want to use?...there were clashes
there. We’ve had a clash of values on what proportion of private patients
we take in a public hospital...on the private health insurance, we get
more money for it…it’s very helpful, we balance the books because of
it…So these are all values clashes...We work towards consensus or a
compromise…the compromise was, well, could they do an extra shift?
Well yes they can, and that will be entirely paid commercially…So that
was a compromise between the two different views: we need to be
commercial to cut square, so we can keep this whole service running.
And…we mustn’t put our patients as number two, just to get money.
Chapter 6 Page 181

There are lots of questions, and so we get variations on the values. They
are values clashes, but they are not to the extent that we can’t work it
out. So we very, very seldom have to take a vote, we can work through
something. It’s slow…you get more ownership (D1).
Directors discussed a decision and their perception of the situation, but not
necessarily in terms of a specific personal value or values guiding their own or a
colleague’s decision-making. More often than not the values at play were not
explicitly articulated but, as is apparent in many of the interview quotations
presented, were indirectly revealed through the relating of the situation.
Whilst the aim was to identify situations in which directors’ personal values
reportedly influenced their decision-making, not to correlate decision situations
with specific values, the form of responses was in itself noteworthy. The reality
of the ‘unspoken’ nature of directors’ guiding values in situations was
unmistakable. Values such as honesty, loyalty, privacy, authority and choosing
one’s own goals, equality and social justice, being helpful, broadminded,
forgiving, devout, ambitious, capable, successful, obedient and responsible were
not for the greater part either singularly or in composite referred to yet were
nonetheless clearly subtexts.
Directors related issues they perceived brought their own or colleagues’ values to
the fore, issues that were in many instances a trigger for conflict. That there were
some remarkable threads of commonality amongst the issues challenging acute
health directors and boards was highlighted. In relation to their directorship role,
value judgments were reportedly called upon time and again in dealing with
strategic planning, resource allocation, financial stewardship, policy development
and implementation (for example human resource policies) or unexpected critical
incident situations.
Directors related numerous situations in which they considered personal values
had influenced directorship decision-making. Appendices 6.3 – 6.7 present by
thematic group a selection of decision situations reported by directors to have
been influenced by directors’ value priorities. In each of the thematic tables the
decision situation is identified in the left hand column. Those situations which
respondents identified presented a values conflict are noted in the centre column
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and the conflict level or levels assigned to the situation by the researcher
identified in the right hand column.
An illustrative selection of these decision situations is now presented within the
following categories: strategic, ethical, strategic and ethical, collegiate, and
personal. The quotations selected have been chosen to highlight not only the types
of situations directors reported personal values played a role in, but also the
manner in which often unspoken values guide directors’ decision-making.
Strategic decisions
Strategic decisions are deemed to involve directors’ making decisions that
determine the allocation of physical, capital or human resources.
At the big picture level the ongoing ownership of a hospital was seen in itself to
be a strategic values decision influenced by individuals’ personal values. The
organisation is seen as an instrument whose ultimate purpose was to promote
values, and for some mission driven ownership groups and boards their mission
and resultant values dictate the existence of the hospital. Ownership of a hospital
is recognised as an opportunity to express values:
The influence of the Church in a Catholic hospital…We should be
promoting our values…leaving a legacy and saying, ‘We have values that
we think ought to be preserved because we believe in them. Therefore, a
way of preserving them in the community would be to embed them in the
hospital. Which is kind of what the Church has done - they are missiondriven (D11).
Personal values were also identified as driving strategic business decisions. In
some instances this was clearly perceived by directors as a values expressive
opportunity, the strategic planning process being seen to be influenced by
personal priorities in respect to service provision, service locations, and resource
allocations. The following quote clearly identifies the intertwining of
organisational mission, perceived service need, and strategic decision-making
guided by directors’ personal values.
Some of the major strategic directions that we’re taking now in terms of
the whole question of aged care…our growth strategy for aged care…an
area of need…we need to provide good, compassionate aged care…we
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need to be in the high care, high touch end, and that was discussed really
strongly and really openly at the board…it wasn’t just…a business
thing…it was also: this is about mission, this is about dignity of the
person, and how do we best ensure that these frail aged people are
treated in the best way possible. Using aged care as an example, we
believe that the rural areas are the most disadvantaged, so ought we be
there?... So it was, okay, that’s a commitment…and then the discussion
about selling X…so those kinds of discussions came through all the time.
It was business but also the personal values. I mean huge respect, huge
commitment to people in need. And that was right out there on the
table… and we’ve been working on financing structures to enable us to
do that...So that’s a good example...But they were the values that were
there, right in the midst of it (D7).
In the public sector, directors related contentious decisions, such as a bid to run a
private hospital or the private out-sourcing of a service in a public hospital to
generate revenue. Some directors were opposed in principle; however, others ‘the
commercials’ (D1) as one director called some colleagues, were supportive of
commercial ventures, arguing that strategic steps of this nature were required to
facilitate broader strategic goals and the service mission.
Both MHS and PNP directors identified that board members were guided by
egalitarian values and that these were reflected in service provision decisions,
even when the financial argument was not necessarily in the organisation’s
favour: that these values ran so deeply that they were prepared to endeavour to
somehow offset or accept potential financial disadvantage.
Very expensive to treat. The drugs are expensive, the clinicians are
expensive, we have to pull in consultants from outside…So they don’t
make money, so it’s good if some things…can make a profit so that it can
subsidise other forms of care for people who otherwise wouldn’t get it
and in other countries wouldn’t get it at all. Or in America you’d pay a
great deal of money for it. Only in Britain and here can you get this kind
of treatment…So that’s an important value for us, it’s an egalitarian
value. Whatever…you turn up with, we will look after it, even if it costs
us…So they are referred, often by other hospitals who don’t want the
death on their records. We take everybody…but that does complicate
things (D1).
The strategic implementation of human resources policies was another area
identified as being influenced by directors’ personal values, a recognition that

Chapter 6 Page 184

through selection, evaluation and disciplinary decisions directors shaped and
reinforced the values culture of the organisation. Numerous directors made
particular mention of the strategic importance of the executive selection and
appraisal process; the following two comments from one director are illustrative:
I think the appointment of the chief executive is one of the key things that
the board does, and the type of person that chief executive is will be so
important, for all aspects of the organisation, whether its the values, the
ethics, or the operational practices, or whatever else goes on, is very
much crucial with the appointment of that CEO. So that’s another way
that you influence it very strongly (D19).
I think that’s one important area, in the health services. I think you’re
making value judgments, good and bad, people who are in positions of
responsibility and trust in the organisation. So you are making value
judgments, as well as objective judgments about their roles and their
performance…if they have an appropriate value system, in terms of
taking seriously enough the responsibility of what they’re doing…So
again that’s part of a value judgment, if you like, about the thoroughness
and the diligence that goes behind proposals…one way you try and test
the values of those that are charged with responsibility to do important
things in the organisation and that’s just part of what I think our role as
a director is (D19).
Ethical decisions
Ethical decisions are deemed to involve directors making decisions of an ethical
nature that determine their personal conduct or influence the operations of the
organisation.
At the individual level ethical decision-making was related to directors’ personal
values guiding their conduct with respect to their conflict of interest declarations.
Several directors related that for them declaring a conflict of interest was a very
conscious and in their view ethical decision, citing situations in which they had
made such declarations (D14, D15). One commended a board colleague who
openly acknowledged a new appointment ‘obviously presented a potential conflict
of interest going forward’ (D22) and subsequently voluntarily resigned. Another
director gave voice to their disappointment with what they perceived to be the
questionable conduct of colleagues who failed to similarly declare conflicts of
interest:
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I believe that we have some fundamental conflicts of interest issues,
that will always be, because there’s so many people on that board,
and there’s so many connected in so many ways. And I think that in
public healthcare in particular, people like me…I try to be very
careful…but there are other people on the board that we know are
earning income from other sources and yet when we talk about those
other sources they don’t a) declare a conflict, or…excuse themselves
from the discussion, they’ll sit quietly, and then at the end…offer what
I think is an inappropriate opinion. So I think that…we have a code of
conduct, we have the chair at the beginning of each meeting
say…‘does anybody want to declare any conflicts about any items that
we’re discussing?’ but people that I believe have conflicts of interest
aren’t actually doing that (D14).
Policy development was also seen as an area in which personal values influenced
decision-making. In the following quote one director puts forward the view that
the development of a staff safety policy in response to a critical incident was an
ethical imperative, a matter of ethical accountability:
The one that I think is most significant is safe hours…I think that’s the
one that’s the most significant issue for us so far…safe hours is a critical
issue as far as I’m concerned. So that’s the one that I think raises the
biggest amount of difficulty ethically for health services, that they need to
employ their staff appropriately…I have said at the council of board
chairs that the directors are responsible if a registrar kills themselves
they ought to look at themselves. I believe, and it’s my own personal
view…I think safe hours is an ethical issue: I don’t think you should
overwork doctors, and I don’t think you get good patient care if
someone’s been on for ever and ever. Now we can’t stop the doctor – if
we are running safe hours in our health service, we can’t stop them going
and moonlighting somewhere else. That can’t be our responsibility. But I
think we have an ethical responsibility both to our patients and our
doctors to make sure that they are working safe hours (D18).
In the next quote a director discusses their experience of personal values
influencing the development of a clinical practice policy. Board members believed
the resuscitation policy in question had not only medical but also ethical and fiscal
implications that required consideration. The example also clearly illustrated that
individuals from a particular professional group may share similar values with
respect to certain issues:
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The other example is that X Health has been a leading contributor to a
program…which is about having discussions with a patient…to find out
whether they want to be ‘not for resuscitation’…that had some
interesting discussion in the context that with two medicos on the board,
who very much have a, ‘We will save life at all cost’, compared to people
saying they don’t want to be saved. Now, I saw personal values, and
clearly…you talk it through, to say, ‘Well you might want to save
somebody’s life but at what cost’ Those are… probably the most personal
issues that have confronted the board in recent times (D15).
A commitment by directors to ethical decision-making in the organisation was
considered central to their position. That the personal values of directors in
concert with those of the organisation guide ethical decision-making is asserted
and the significance of personal-organisational values congruence touched upon
in the following quote:
I think you’ve got to walk the talk. No use having a set of values in the
organisation if what the board does is contrary to that. So, you know,
what if your set of values is ethical decision-making and the board turns
around and does all these peculiar things…you’ve just got to walk the
talk. You’ve got to believe in the values that are there (D19).
Strategic and ethical decisions
Strategic and ethical decisions are deemed to involve directors making decisions
that have both a strategic and ethical elements.
Such a situation was related regarding a decision not to proceed with a financially
sound acquisition and amalgamation between hospital groups due to the inability
of one organisation to divest services incongruent with the values of the acquiring
organisation. The personal values of members of the board and the overlaying
organisation’s values were incongruent the acquisition to proceed unless certain
value guided stipulations were met:
As an example, a live example for our board, we looked at acquiring
X…they’ve got X procedures and terminations…that we wouldn’t do as
part of our value statement. So we had to find a way around that to
enable us to go for that acquisition. Unfortunately we weren’t able
to…what we thought to do really was to move that part of the operation
out before we acquired it but they weren’t able to do that. So we weren’t
able to go through with that acquisition (D8).
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This contrasted with a situation in which a decision guided by directors’ value
priorities was made to retain a mission congruent but financial loss making
service believed to be important to the community it served.
Directors also felt that personal values influenced decisions that were both
strategic and ethical in nature such as balancing financial realities with service
delivery expectations.
I think a strong sense of ethics and accountability, which are values that
I hold strongly, come through…in forming the judgments. When you’re
looking at proposals that come forward from management groups…in
healthcare you’re looking at things that will affect services that you
deliver that will affect people so…balancing financial constraints with
service delivery is an important ethical issue, and your sense of values in
terms of how you allocate your skills, financial resources to deliver an
insatiable demand for services, does bring in, sometimes, value
judgment…whether or not you are satisfied, what are the most critical
service demands (D19).
On a similar note directors felt that perceptions of accountability by individual
board members in regard to these matters, especially in the light of multiple
accountabilities and political realities, related to their personal values:
We tend to have a lot of financial issues, and my values would say ‘if you
can’t afford it, don’t do it’ and so, we’re often having discussions around
financial issues, where my values would say, we should be saying flat out
to our funders, that ‘this is a new service, but we haven’t been shown yet
that we’re going to get sufficient funding to be able to do it’ so we should
be saying ‘no’. Other people’s values on the board are more petition and
politically focused where they say ‘well we can’t say no, because there’s
an election coming and we should’…and I think that’s probably where
we have, maybe some of the most differences in values, because, you
know, every time I hear ‘that’s not politically acceptable’ that grates
against my values, because much as I agree you have to do things to
make things happen, I think we’re there to serve the community and I
think we need to be financially… responsible, and, I think that’s where
I’ve seen the most differences in values (D14).
One Chairperson conveyed his perception that the board position on and
subsequent decisions regarding the response to critical incidents that had both
strategic and ethical ramifications were influenced by directors’ personal values:
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Taking a concrete example…of a patient safety issue involving a staff
member or staff members, and it’s a very serious matter, what should one
do? Should one be open and transparent about it, or should one try and
keep it quiet and deal with it internally and hope that the situation will be
dealt with and go away? We, and I would think every metropolitan
health service, will have examples of that nature. Here, and I would
believe it’s consistent with the values, certainly the board, the CEO and
the executive would have, and I believe would reflect the values within
the organization, it would not be swept under the carpet (D22).
Decisions regarding the development and maintenance of a values culture in the
organisation were viewed being influenced by directors’ personal values. The
mindful creation of a values culture had both strategic and ethical components,
and directors played a role in supporting human resources processes that
promoted staff alignment with organisational values and the ethical culture. The
board was seen to have a role in selecting individuals perceived to have personal
values congruent with the organisational values and ethical culture. One way of
reinforcing a values congruent culture was through selection of the CEO and
senior executive, and conducting people development programs designed to
reinforce value consistent decision-making and behaviours.
An overlapping issue with these are people development
programs…much more intensive activity on people development than we
would have been, say, five years ago… for example, if we were looking to
sponsor one of our people to do an external development
program…where should you go, what’s an appropriate program, you’d
be mindful of reinforcement…Like putting middle-management people
through our own programs that in the fabric of those would be issues
relating to values, case studies that would be brought forward that would
be illustrations and uses of the values framework and how it impacted on
executive and management decision-making. There’s a lot more to be
done, I might add, in that respect, but that is a key way of influencing
culture and reinforcing culture (D22).
Board involvement in dealing with inappropriate conduct by general or senior
staff was viewed as reinforcing the desired values culture. Direct involvement was
considered to be crucial in promoting the values directors considered nonnegotiable, as is apparent in the following quote. The quote which relates to
incidences of racial vilification by members of the general staff shows directors’
personal value priorities guiding their response:
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The greyest issues…here are where there is…inappropriate behaviour.
…Can I treat you differently because I’m in a more powerful position?
And will the organization support that? Now that’s a test of values. One
would be naïve to think that an organisation such as this one is so pure
that those issues don’t arise. So I’ll give some specific examples. PostSeptember 11, there was highly inappropriate behaviour. This is an
organization where I think we’ve got something like 6,500 employees,
equivalent full-time…So naturally you’ve got a whole array of different
ethnic backgrounds within that group. So there was personal abuse postSeptember 11 between staff members…I’m sure this wasn’t the only
workplace that that was evident. It was made quite clear as soon as
people became aware of that that it had to stop, and there would be
drastic action taken if that behaviour persisted. Because this is not an
organisation that promotes differences on the basis of ethnicity…It’s a
core value in our relationship with our patients. We’re not going to
discriminate on religious grounds, colour grounds or any other
grounds…And we expect people to do their best to fulfil the needs of
patients and also to have constructive relationships amongst themselves
in seeking to provide those services. So there’s a concrete example of
values in action, and not tolerating that type of behaviour. That’s pretty
black and white (D22).
Several directors put forward their view that some decisions can present a real
challenge at the personal and organisational levels. They commented that whilst
there is no avoiding making tough decisions the manner in which such decisions
are implemented requires to be consistent with stated values. In the following
quote one director gives voice to her view that values can be upheld in such
situations:
It comes up when you’ve got to make hard decisions, like redundancies.
Then staff will say that’s not a compassionate response, so you’ve got to
keep re-affirming…the true meaning of compassion. It’s not that
…everyone’s guaranteed a job for life, it is about the way people are
dealt with. We’ve got someone leaving today, whose position has been
made redundant, and there’s a farewell lunch, there’s a card, a gift…
we’ve been generous in the redundancy payment…she’ll get a job
alright, but the job that she was doing has been completed, and I think
it’s the way you deal with it, with people. Now someone out there might
say well isn’t it terrible that they’ve made so-and-so redundant, but in
fact it’s been done in a very respectful way…That’s a tension, but I think
it’s about definition, too (D7).
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Collegiate decisions
Collegiate decisions are deemed to involve directors making decisions that
influence their interactions with their board colleagues.
A commitment to the development and maintenance of an ‘open and honest’
(D12) board culture in which directors respectfully interacted with each other was
seen to be a collegiate decision. The decision by directors to create such a culture
and hold their own and colleagues’ conduct accordingly to account was seen to be
guided by personal values.
That a collegiate approach was adopted, the outcome of the decision-making
process respected, and board solidarity maintained outside of the board room was
seen to be guided by individual directors’ personal values, especially when
dealing with contentious issues.

The need for directors to take a collegiate

approach in regard to the integrity of the board decision-making process and the
recognition of the authority of the role of the Chairperson was commented upon
as was the fact that board disharmony, conflict and dysfunction can arise if they
are not respected. That a director’s personal values are perceived to guide their
regard or disregard for these matters is suggested by the following MHS director’s
comment:
There were elements of board dynamics because we had the situation for
probably twelve months where if the board was called to a formal vote, it
was seven-one, seven-one, seven-one, and the one was the same person.
They clearly had some fixed views…if he didn’t get his way at the board,
he would ring X…this fella thought that, ‘X appointed me so I can ring
him up if I don’t agree with what the chairman’s doing’…It was
upsetting…this fella used to say, ‘I don’t like that decision, I’m going to
ring’ (D15).
Personal decisions
Personal decisions are deemed to involve directors making decisions that direct
their personal conduct.
The personal motivation and decision to serve on a public or private non-profit
board was reported to be guided by directors’ personal values. Indeed the decision
might also depend on the incumbent Board Chairperson: a director may choose to
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work only on boards with known and respected Chairpersons with whom they
perceived they shared similar values. ‘It all depends who the chair is, I won’t
work on a board where I don’t respect or know the chair’. The following two
quotes elude to the personal values directors perceive guide their own and
colleagues’ decision to serve an acute health sector board:
So from a personal point of view, you’ve either got to work within the
system or deselect yourself from the system…That’s a reflection of my
interests and values over what one might call the non-financial outcomes
of a health service in terms of the nature of the activities, the worthwhile
nature of those activities and the interest in contributing to improvement.
It’s a compromise (D22).
What is common is an expression of altruism. The board members are
now paid an honorarium…so not an incentive. Most people are losing
money in the sense of access to work…but it’s not a financial incentive.
Generally people express in quite common language an altruistic desire
to help the community (D1).
The decision to continue to serve on a board where there are challenging external
stakeholder influences upon board authority and subsequently broader systems
issues was regarded by directors as reflecting their personal values. A view related
in the quote following:
There are, in making choices from time to time about priorities…whether
one can accept interference, if one sees it as interference (D22).
Personal conduct and role-modelling through one’s conduct was also determined
to be guided by personal values. At an individual level one director commented:
I like to think I’m fairly moral, upright…It’s the sort of thing that I do,
and it’s the way I’ve always acted...But yes, I’d like to think that I try and
set an example as well (D15).
At the board level directors saw this related also to their conduct within the board,
a responsibility to reflect alignment with professed board and organisational
values, role-modelling for the broader organisation:
We do try to reflect the values. So the board also reflecting the values also
has to carry through to how we conduct ourselves in our meetings (D23).
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Personal decisions such as board members’ declarations of conflicts of interest on
issues under debate or professional affiliations to board membership was also seen
to relate to their personal values.
It’s interesting, we start our board meetings, the second item on the
agenda after apologies is conflict of interest. It’s a full agenda item. If
there’s anything on the agenda that you think you’ve got a conflict of
interest, tell us now. And I often have to do that…So I at least declare
that, and people know that now…But at least it’s a very conscious way of
bringing that to the attention of the board…and we’re trying to be as
overt as possible with that, so that if anyone picks up our minutes…So I
have a potential significant conflict of interest. But people can see that
it’s reported there at the start of the meeting, it’s not buried on page
seven of the minutes…It’s there on page one, at the front end, and others
declare as well (D15).
Personal expectations of self-performance, board interaction and operation were
reported by one PFP sector director to be influenced by his personal values. The
importance of honesty as a value guiding his own and others conduct of note in
the following statement:
I think it’s a general statement that my desire is always to be, to have
open communication, so there are no secrets, no hidden agendas. So my
first prerequisite is openness as a board member, and if I’m not getting
that then I’ll work assiduously until I do get it. Second is honesty, you
can’t deal with anything unless you are dealing with the facts, and that
means you’ve got to have honesty…also I don’t like politics or factions
within the work environment, whether it’s at the board level or within an
organisation (D5).
Other directors shared these sentiments. One perceived that such conduct should
extend to the expectation that there should be openness and transparency with
respect to director access to the board’s performance information and with respect
to public disclosure of health service performance information.
I think we should be sharing our discussions, should be sharing our
issues, we should be making that more visible and out there…it’s their
tax money, it’s decisions about their healthcare service – why shouldn’t
they have access to it, why should we be prohibiting people from having
a say in their healthcare…And that’s a strong value of mine, that, and
that’s probably the most difficult value of mine, that I find in this
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healthcare system, it’s not the board and its not the chair, its how the
system operates here (D14).
A director’s decision to use subcommittee involvement to advance agendas
reflecting their own value priorities and thereby directly influence board decisionmaking was identified by several directors:
I could put in my own prejudices into the system quite easily…To put
pressure on whatever areas I wished to do…You know my pressure is
particularly that I want teaching and research…whenever I found any
opportunity in those board things to push my barrow I would do it. So
you know I think, in a sense, I think it may not always be a reflection of
how the board actually works, they may be a reflection of how people
want to manipulate it (D9).
We get a lot of people who want to be on those committees because they
want to bring a very narrow point of view to it…so they just push their
aspect (D16).

Personal values conflict and decision-making
Survey data
Directors were asked if in their acute health directorship role they have
experienced a situation in which they felt a sense of conflict in regard to their
personal values. This question was included in the survey following feedback
received during the conduct of the pilot study hence the responses are drawn from
22 possible participants (9 PNP directors and 13 MHS directors).
Six directors (27%) reported they had experienced a decision situation in which
they felt a sense of personal values conflict and 14 (64%) reported they had not
experienced such a situation. Two directors (9%) did not provide a response to
this question. Each of the directors reporting they had experienced a personal
values conflict in a decision situation served an MHS board.
Directors reporting that they had felt a sense of personal values conflict were
requested to briefly describe the situation and how the situation was managed.
Each of the six respondents offered examples. One director described a values
conflict situation in which she perceived challenged her own and fellow directors’
personal values. It is notable that the directors involved felt so personally and
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professionally impassioned about the issue that they were prepared to resign from
the board rather than make a decision believed to compromise their personal
values. The role of personal values in individual and board decision-making is
clearly illustrated by her description:
We had a very difficult board decision to make…and the board
occasionally has had very diverse views, mainly along value-based
parameters. A recent issue related to the increasing tendency for X
hospitals to provide different levels of access to care for patients based
on non-clinical criteria. In relation to that specific issue I felt deeply
compromised, and concluded that it would be very difficult for me to
remain as a director if the organisation was providing services in a
manner that conflicted with a deeply held personal value. Other directors
took a similar position and advised the board that they would not remain
on the board if certain decisions were made. Other members of the board
interpreted these comments as threatening, whereas in my view they
simply reflected the recognition by some directors that they would be
unable to transgress deeply held values about public healthcare.
Ultimately, the decision did not need to be made, but the issue
highlighted the impact of personal values on board decision-making.
Others similarly reported their values conflict experience related to specific
situations, for example, ‘when decisions about consumers are made without
appropriate consultation’, ‘a service provider issue’, ‘problems with special
groups who are disadvantaged but not able to meet board requirements’ and ‘a
lack of transparency and accountability in a few instances’.
Respondents identified the management of value conflict situations occurred at
both the personal and board level. At the personal level respondents noted their
own strategies included giving a ‘voice” to their concerns.
I have spoken out and tried to ensure this has not happened again.
I have expressed my concerns to fellow board members and will continue
to do so.
The recognition that a pragmatic but less than ideal decision may be required to
attain a resolution whilst taking a view to re-engage with the issue at a later
opportunity was commented upon. The need to appreciate that there may be
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decisions about which there is a need to ‘agree to disagree’, as others simply may
not see the situation from the same values vantage point, was also noted.
Many times a practical way forward does not fit my standards of the best
way to do something i.e. the ideal. I often accept a less than optimal
outcome with a view that in time there will be another opportunity.
Ultimately one cannot win every debate and must understand and respect
the viewpoints and value systems of others.
At the board level attention was called to the nature of the board decision-making
process and the importance of this process in enabling directors to engage with
and resolve value conflicts. In the following comment the central role of the
Chairperson in facilitating the process is highlighted, as is the recognition that
some issues may require longer time frames to achieve a resolution:
All views around the table were elicited. The Chair did not attempt to
force-fit agreement rather, given consensus was not possible, enabled an
interim resolution to move forward while keeping a watching brief on the
issue to enable future discussion.
Interview data
Interview participants were asked to identify decisions that they considered
created a values conflict for themselves or director colleagues, and how the
situation was managed.
Directors identified numerous decision situations they considered presented a
value conflict position for themselves or fellow directors. A number commented
that conflict is, however, a matter of personal perception. Where one individual
may see a values conflict another may see ‘differences of opinion’ (D15). Indeed
directors appeared hesitant to identify situations in this manner, preferring terms
such as ‘significant debate at board level’ (D15), ‘vigorous discussion’ (D22) or
noting that they ‘actually do have very, very robust discussions’ (D13). However,
others felt they had not encountered what they would determine to be a genuine
values incongruence or conflict at a personal, board or organisational level. These
points are conveyed in the following directors’ quotes:
No. I can’t recall anything where there’s been a strongly different position,
certainly with an overall board position. You’ll always get differences with
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some individuals. It’s more emphasis rather than a totally opposite sort of
position. But I don’t recall it ever affecting any particular decision. You
know, different people come from different backgrounds, and have
different emphasis, but it’s never been a real issue. It’s been points of
emphasis, rather than anything fundamental (D19).
Actually, I’ve never come across a conflict…very few things have come
to that high level where the integrity of what you have to do is put in
question (D16).
As the following quote reveals directors felt that if a board members values were
perceived to be out of step with those of the organisation this would need to be
addressed and indeed several directors provided examples of situations in which
this was the case:
If someone has started to, and this has never happened, display values
that were contrary to what X values were, that would certainly be an
issue that would have to be taken up (D4).
One director made a similar observation regarding directors’ personal values
congruence with organisational values, yet, took the tack that it was also an
individuals’ responsibility to reflect upon their alignment and accordingly decide
on an appropriate course of action.
I think if an individual has a set of values, and if they’re in any way
contrary to the values adopted by the organisation, that’s an issue for the
individual. In my view…if the collective of the organisation has come up
with this particular set of values and if that individual can’t fit in with
them, for whatever reason, it’s got to be their choice what they do. Do
they accept the fact that this is the set of values? Do they try and change
them? Or do they say I can’t work within that, and I’m leaving (D19).
Directors also identified means of managing and resolving values conflict
situations at both the personal and board level. One director discussed how they
encountered and met challenges to their personal values in relation to certain
healthcare service user groups:
Sometimes when they are in conflict, one has to work around that. That’s
part of one’s attempt to divorce one’s values, or the conflicting aspects of
the decision that you have to make from your personal values. For
instance, you know, dealing with mentally ill patients, or homeless
people, all those things that can – alcoholics, drug addicts – the
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problems of drug addicts, you know, kids on ice in casualty departments,
diabolical. The staff get bashed up, and you’ve got to help people deal
with all that…You’ve got to put money in there, you know, you’ve got to
devote more to these people rather than say…let them rot, in a figurative
sense. It’s sometimes very confronting. People have to deal with issues
of things that they might have quite negative views about (D18).
At the board level a number of directors’ perception of personal values conflict
related to the board moving from their usual consensus decision-making style to
requiring a formal full board vote. The view that individuals should determine if
their values are congruent with of those of their board colleagues was broached by a
number of directors. The following comment by one director relates these views:
Another indicator would be how often do we vote as a board. Real votes,
not, ‘All those in favour of the minutes say aye’, but rather, after having
had a vigorous discussion on a particular issue, whether it requires a
vote to ensure we’ve got a decision, and more importantly, whether those
that may not have been supportive of the decision in terms of the way
they might have voted, whether they get in behind it. That’s the real test.
Certainly, personally, the way I would term it is if one is uncomfortable
in…a board role to a troubling degree to yourself, there’s only one answer
to that if you are in a minority on a regular basis. You opt out, you vote
with your feet. If you can’t convince your peers over a sufficient period of
time over a sufficient number of issues, and you are out of step, there’s
only one solution to that. It depends on the issue, assuming it’s an issue
that doesn’t have ethical matters that require openness, where it’s a
genuine difference of opinion and judgment, you don’t need to make a big
thing of it external to the organisation, but retire from the scene (D22).
A selection of value conflict situations described by directors is now presented
within the following five researcher-defined categories: personal, interpersonal,
intra-board,

board-internal

stakeholder

and

board-external

stakeholder.

Additionally, Appendices 6.1 ‒ 6.7 identify a broad range of issues noted by
directors to have created a values conflict.
Personal values conflict
A personal values conflict is defined as occurring when a director experiences a
sense of conflict in respect to his or her values in a decision situation. Several
directors related ‘in confidence’ situations they had dealt with. Situations which
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many conveyed had created considerable personal distress and as one shared
‘caused me great grief’ (D18). The sensitive nature of these situations required in
several instances that I take notes rather than tape record this component of the
interview. Hence direct quotation examples are limited in this category.
Conflict relating to a resource allocation decision and the supply of very
expensive medication free of client charge in their public facility versus the
redirection of clients to private facilities where they would incur out of pocket
expenses, was described by one chairperson (D17). Her conflict arose out of the
belief that all patients should receive the requisite care they required in their
facility yet at the same time being cognisant the cost of the medication and the
resultant impact on the hospital budget.
Conflict experienced with respect to endorsing lucrative research funding
(pharmaceutical sponsorship) opportunities was identified by a couple of
directors. The acknowledged benefits of research and the resultant funding this
would provide to the organisation were weighed against concern about the
potential conflict of interest risk (D1).
One chairperson described a situation involving a board member who they
perceived was not fulfilling their directorship role in a manner they considered
appropriate. Emphasising that the ‘really difficult’ situation was strictly
performance related, that there was an ongoing perception of ‘poor performance’
and not a personality conflict. The individual’s conduct did not meet with their
view that each board member was required to conduct themself and contribute in
a professional manner and the recognition that their role as chairperson
necessitated intervention when this was not the case. Indeed this Chair related that
personal values dictated their eventual decision to request the board member to
resign, that regardless of who they were it was ‘just not okay’ not to meet
minimum attendance requirements and be unsatisfactorily prepared to contribute
to board discussions (D18).
One director noted in relating her situation ‘It’s hard to do without breaking
confidentiality’. Her situation, similarly recounted by several other directors,
related to a sense of ‘conflict about what I think is a board member decision
where we’ve got bureaucracy and government making the decisions’, of
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challenges to the autonomy and independence of the board on service system
matters from stakeholders. Her sense of conflict related in the following quote:
I mean it’s more directing policy. I don’t have any problem with how
policy is developed…I’m talking much more about decisions around
appointments, finance…The type of performance measures that are
developed. How ambulance bypass or waiting lists – because they’re the
political measurements, political party activities have made them the
political measurements – and yet, when you’re full, you’re full! Why
wouldn’t you go on bypass when you’ve got all of your trolleys full as
well as all your cubicles, and there’s no beds? Because it’s a service
system issue, and we haven’t got the right policy arrangement around the
intersections between primary care and appropriate community-based
interventions…So there’s a whole range of things around it…at times you
just think, ‘Oh God, what power have we got? (D23).
Interpersonal values conflict
An interpersonal value conflict is defined as occurring when there is an apparent
difference in values between director colleagues. Again situations of this nature
were clearly a sensitive area for discussion.
Examples were offered by several chairpersons regarding the challenge of dealing
with a board member out of step with their own perception of acceptable
performance and membership conduct. That such a situation was compounded
when a director has a high profile or their appointment was perceived to be of a
political nature was commented upon. Another director related his sense of conflict
in dealing with a fellow board member whom he perceived frequently breeched
board confidentiality and who undermined the Chairperson’s authority (D20).
Intra-board values conflict
An intra-board values conflict is defined as occurring when there is an apparent
difference in values between a number of board members. Conflicts identified by
directors involved staff disciplinary action, commercialisation of activities in a
public hospital, the proportion of private patients accepted in a public facility (D1)
and the supply of specialised medications to inpatients (D20), director conduct
with respect to declaring conflicts of interest (D14), the development of policies
and the applicability of funding sources (D1).
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An intra-board values conflict situation described by a director occurred when the
possibility of medical staff making financial savings was canvassed but viewed
very differently by board members. The oft reported ‘sheer tribal’ (D13) nature of
conflict in situations is related clearly in the following quote:
Another example would be…a suggestion was made with regards to an
area where a significant saving could be made, but it would mean we
would have to do some work with the medical staff, and many of the
board, and a couple of board members – we have…two doctors on the
board – and both of them said ‘no, we can’t do it, we can’t take on the
medical staff’ and again my value was ‘they’re part of this organisation’
they’re the biggest user of resources, we need to be figuring out a way to
work with them, to make this change, we just can’t let this sit. And again,
different values, medical staff need to have freedom to practice…again,
very different values...in that type of discussion (D14).
Several directors noted that the development of policies created intra-board
conflict. The following quote reveals one director’s experience:
One of the critical areas, and I use this as an example, is we’ve gone
through a process of determining whether we equip our security staff
with not only protective devices but also some moderately aggressive
devices. So, for example, we’ve equipped our security staff with capsicum
spray and that created a significant debate at board level about what
were we becoming? Here we are, a public hospital, caring, caring, and
we’re equipping staff with handcuffs, capsicum spray, and so that
generated a fair amount of heat on and off for five or six months, because
people’s values were, ‘Hang on a minute’. So the issue essentially of not
only protective equipment, and we all agree that they needed protective
equipment, but also to have something that could be seen to be slightly
aggressive, was an issue that personal values came out very much round
the table. And in the end, we compromised, that whilst we would start to
investigate this equipment, none of it would be issued until the security
people had had appropriate training and various other bits and pieces.
And so far, we actually have the equipment but have never used it.
Touch wood. But that was a really interesting battle, for want of a better
term, around the table, about people’s personal values (D15).
Board-internal stakeholder values conflict
A board-internal stakeholder values conflict is defined as occurring when there is
an apparent difference in values between board members and an internal
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stakeholder. Directors cited situations in which the conduct of an individual or
group indicated that the values held by members of the board differed from those
of the respective party.
The following quote is illustrative of a board-internal stakeholder value conflict
situation described by a director:
We’ve had conflict on the disclosure policy between board and staff, the
level of disclosure required, we’re asking for more than they want to give,
essentially. Not surprisingly there is conflict of values there. We have a
higher value of transparency and disclosure than senior staff (D1).
Board-external stakeholder values conflict
A board-external stakeholder values conflict is defined as occurring when there is
an apparent difference in values between board members and an external
stakeholder group. Situations related by directors included matters such as the
instigation of ambulance bypass, waiting lists, access to performance data and
fiscal management.
The following quote is illustrative of a significant board-external stakeholder
values conflict situation described by a director. The director identifies her
concern about case mix funding not consistently matching clinical best practice,
that government action regarding this issue was in conflict with the views held by
herself and members of her board regarding the clinical and fiscal importance of
this matter:
There’s an example that we’ve been talking about recently which is the
amount of time on assisted resuscitation. There’s a point in time when
it’s not good practice, but it’s like the difference between three or four
days. Four days you get a high level of income. Three days you get
almost nothing. But the three days is the best quality point. So trying to
have the resources where you’re constantly analysing where you are not
earning money, because you’ve implemented good practice, and putting
that case to the department – all of that takes resources. So there’s no
robust review of case mix which enables it to keep up to date with the
changing practice and best clinical practice (D23).
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Multi-level values conflict
A number of situations described by directors were identified as having values
conflicts occurring simultaneously at a number of levels. The following quote
relates a situation determined by the researcher to have a multi-level dimension, in
which value conflict ‘undercurrents’ described occurred across the personal,
intra-board and board-external stakeholder levels. Conflicts of interest due to
bilateral

alliances,

mixed

accountabilities,

personal,

interpersonal

and

organisational conduct were identified as values issues in the following quote:
There was this undercurrent of, ‘Well, the non-involved people, we can’t
tell, so therefore we’re going to take this whole process offline…but we’re
not going to involve the board because we don’t want the information to
get out and this is our process’. From that point of view, there were camps
within the board, or groups within the board that were ‘in’ and ‘out’, and
that was extraordinarily difficult…some of the members…knew what was
going…but others…didn’t...really, really tough, and very hurtful for those
who were not involved and then ultimately found out that they’d been kept
out of the process. They were deeply hurt. They were giving their time for
nothing…so, yes, they were hurt by it. Particularly as decisions had been
made at the hospital board…decisions that if we’d known, we wouldn’t
have made…Ultimately, the sale process was 110% driven by business
considerations. They saw themselves as like a Coles Myer…out to
maximise their return and I think that’s where it was hurtful…So yes, from
that point of view, the values that were there were business focused…they
were entitled to get out, but…with some dignity to the extent that their
values were visible in the process... I don’t think their values were visible
in the process… From that point of view, I guess you could call it a
conflict at the board (D11).

Further findings: the context of director decision-making
During the initial conceptualization of this study I embraced two perspectives:
firstly, leadership is in essence about human values, that the study of leadership
and decision-making should focus on the personal values of leaders rather than
purely skills and task performance (Kuhnert, 1993; Sarros et al., 1999, pp. 43-48),
and secondly, that personal values transcend situations to guide behaviour (Sarros
et al., 1999, p. 122). Additionally, I took the position that two of a governing
board’s most significant roles, strategic decision-making (Rowe et al., 1994) and
ethical leadership (Fritzsche, 1995) could be influenced by the value priorities of
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individual governing board directors: that personal values shape values cultures
(Hall, 1995; Sarros et al, 1999) that form the context for decision-making.
I considered that research which uncovered the core values of leaders and
explored how espoused values directly influenced decision-making behaviour in
organisational settings would fill a present research gap. The results of this study
reveal that directors consider that personal values indeed influence their decisionmaking, the collective decision-making and ethical tone of a governing board, and
thereby, the strategic direction and ethical environment of an organisation.
Yet notably, the qualitative data also revealed a number of directors who put
forward the view that personal values and the role of these in governance
decision-making required to be considered within the context of the sector in
which an organisation operates and the values culture and decision-making
processes of the given board; the view that a particular setting may enable or
inhibit the expression of personal values.
Directors identified that the sectors in which they operated differed markedly with
respect to stakeholder accountability and engagement requirements, as well as the
financial mandate of the board, and patient populations they were positioned to
service. Depending on the organisation’s mission and values, the decisions a
board may be required to engage with and the possible approaches to decisions
open to a board may vary. Additionally, periodical changes in the prevailing
political party were noted to create substantive shifts in the ideological climate to
which a board might require to respond. An awareness of the importance of such
influences gave rise to the recognition of the importance of having an appreciation
of one’s personal values and value priorities as well as clearly articulated
organisational and board values in decision-making.
Directors reported that the perceived importance of the creation and maintenance
of the organisation and board values cultures differed between boards on which
they served. Whilst some boards actively sought to ensure an alignment between
the values culture and board decision-making others apparently did not. The role
of the chairperson in leading board decision-making processes and their tolerance
for engaging with values issues and values conflict was reported to be pivotal in
fostering board member participation and cohesion and stakeholder trust.
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Directors identified that personal values could find expression through their
directorship role in stewarding an organisation for and on behalf of the ownership
group and the community. Directors also gave voice to their experiences serving
on boards with different health care organisations and their observations that
varied settings can potentially enable or inhibit the expression of an individual’s
personal values.
This section seeks therefore to provide findings that offer additional insight into
the settings in which acute health care director decision-making occurs and the
influence such settings have on personal values expression.
Health sector context
In much of the literature, governing boards are seemingly viewed from a
proscriptive ‘one-size fits all’ approach. Yet all boards are not alike. They have
evolved in varied milieus, operate in different sectors and given the respective
organisation’s for-profit, not-for-profit or public status have differing mission foci.
Directors related that the sector in which they operate plays a direct role in the
types of issues that come to the attention of the board and hence the types of
decisions engaged. Sectoral differences were raised time and time again with
respect to areas such as stakeholder accountability, autonomy and authority of the
board relative to the governance structure, funding and service priorities. ‘Real
world’ issues were reported to interplay with personal values and value priorities
in determining directors’ decisions.
That the health sector was perceived to be different from others was often
commented upon. Directors related their awareness of the challenge experienced
by colleagues from various private corporate commercial backgrounds in
engaging with their new health sector directorship roles (D16, D23). One director
referred to the experience of a colleague who had come from the retail sector to
the public health sector and who noted substantive differences between the two,
particularly the breadth of interested stakeholders and concurrent accountabilities.
He said ‘you know, when I joined the board I thought running a hospital
was just like running a supermarket. But I’m wrong’…There are
differences. I think it is easy to underestimate the public interest
component of public institutions. Because I think to a large extent
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corporate boards pay not enough attention to it, returns of shareholders’
funds is still the primary drive behind it. Whereas sound economic
management is important, it’s resource management, not just economic
management...So that’s different, but there’s also the sheer weight and
number and interests of people, who have a vested interest in the public
health system (D13).
Several MHS directors described the challenges they experienced operating
within a governance structure in which they were directly accountable to both
government and the community. The following quote from one director relates
this conundrum:
Boards report through the minister, the minister can appoint
people...That’s a really hard governance concept for most people to
come to grips with …being overseen by the minister and reporting to the
minister…or is it to our constituents…and that’s not resolved. And I think
that’s a fundamental issue in health governance…that you actually have
to…negotiate your way through…because they’re not clear-cut. It’s not
like, through shareholders. So I think that makes it really tricky (D13).
Awareness of the marked sector differences with respect to stakeholder
accountability was also noted by private sector directors. One PFP director stated
that the purpose of his board was first and foremost to represent the
‘shareholders’ and to have ‘the executive accountable to the shareholders’ (D5)
that the clear accountability of the board was to their shareholders. PNP directors
(D3, D4, D6, D7, D8, D9, D10) also clearly articulated their position of direct
accountability to the ownership groups of their respective organisations.
Directors’ perceptions of sector differences were also voiced in respect to
financial and service provision priorities: ASX listed PFP company boards had a
mandate to maximise shareholder value not required of PNP or MHS boards, a
mandate perceived not to permit the luxury of fiscal compromise to attain broader
‘mission goals’ seen to be possible for PNP and MHS boards. The respective
groups were also noted to have a markedly differing ability to select or control
patient populations serviced.
One PNP chairperson identified his view that within the health sector there are
distinct differences between sub-sectors. He described his experiences working on
both private and public acute health care boards and noted sector related
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challenges were substantively different. In the following quote he relates his view
that the fiscal challenges and hence decisions faced by the boards and
consequently their ability to address such challenges were poles apart:
There’s a huge difference on the general funding. I mean I’ve often said
to many people that of all the jobs I’ve done over the years, and all the
boards I’m on, public health…a nightmare. There never is, and there
never will be enough money…they can see what ought to be done but
they can’t get hold of the money to do it (D4).
Another MHS chairperson who had substantial ‘cross pollination’ experience in
directorship roles across the private and public sectors also described her
experiences with respect to dealing with financial management issues. In her
opinion even if directors bring the same personal values to the table the fiscal
focus in the respective sectors is markedly different:
You’ve got to make a profit in the private sector. We know that
government will bail the public sector out. It’s politically impossible for
the public health sector to go under. It’s not impossible for the private
sector to go under…I know that they are not going to close my hospital
down…I have directors…financial people, who come from the private
sector on my board. They’re always worried about all the red in the
budget and I say to them, ‘It’s all right, I’ve lived with this…I know that
the government will write a cheque’. They’re not going to suffer the
political nightmare of closing any health service down unless they’re
going to do it deliberately with lots of planning. It’s very different in the
private sector, where the shareholders expect a return. And you’ve got
all the private health funds to worry about…they are completely different
ways of doing business. You might bring the same set of values, but the
requirements of the job are completely different (D18).
Her apparent frustration that such funding issues required an excessive dedication
of board time at the expense of other strategic matters and issues considered by
board members to be of importance is voiced in the following two quotes:
We have an obligation to meet the statement of priorities, which says,
‘You must balance your budget’. There is no bloody way in the world we
will do that, and we spend a lot of time trying to work out what strategies
we can put in place to meet our financial obligations without putting
quality of care at significant risk. That’s an ongoing tension, and board
members get crapped off from time to time about the amount of time we
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spend talking about money, and the smaller amount of time we spend
talking about clinical issues, research, education (D18).
One of the real difficulties, one of the real conflicts for us is that we
would really like to be talking about clinical governance and we’re
spending most of our time talking about financial governance. Now
that’s a real strategic issue for us because we’re in a huge growth
area…We would really like to spend more time talking about things like
fund raising, and how to manage the services better, and we are stuck
talking a lot about money. That’s been an issue that we have discussed a
lot at the board (D18).
Directors from both PNP (D3, D21) and MHS (D19) boards put forward their
perspectives that all health care boards share a commitment to quality service
delivery, yet noted values challenges could present as respective funding
imperatives and flexibility to select patient populations serviced differed. In
particular, funding mechanisms permitted MHS and PNP organisations to take
clients who created a net loss on the cost of their care, a situation that would not
be possible in a PFP organisation. In the following quote one MHS director shares
her view on this matter:
Inevitably there will be some difference…in terms of quality of care there
should not be. But the private sector is going to be driven by a profit
motive, and, that will influence what services they make available. Simply
because the way the private health insurance system works, it can be
more financially lucrative for the delivery of certain procedures rather
than other procedures…So that is probably inevitably going to influence
what a private sector organisation might do, versus a public sector that
just needs to deal with delivery of services to the public (D19).
Similar sentiments are echoed in the following quote from a PNP chairperson who
spoke of his organisation’s decision on occasion to accept patients, deemed to
present a fiscal risk due to their case complexity, who were declined by other
organisations:
The listed company, the public company-type private hospital is also
committed to excellence in patient care but they won’t go into certain
areas of it…The public hospitals, again, are totally dedicated to patient
care but they run into problems because of financial and bureaucratic
ways of doing things…At (X PNP) we are totally committed to every
patient that comes in the door, regardless of the cost, and we have a lot
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of cases that we lose money on, if you took it as an individual case. But
we are so committed to the patient care…we lose money on one we hope
we’ll make some money on the others to balance things out (D3).
Board autonomy and challenges encountered in dealing with the differing
perspective of a principal stakeholder (D6) or in giving consideration to the
interests of multiple-stakeholders (D23) were raised by directors. Along this vein
one MHS Chairperson articulated his view regarding the position of his board and
the need of the board to manage the vested interests of multiple stakeholders:
We’re not totally autonomous as an organisation. There’s shared
accountabilities and political imperatives that surround the provision of
the clinical services, the research activities and the educational
activities. You’ve got the Commonwealth Government…the State
Government, not only the State Government but its constituent parts will
have differing views. Human Services might have a different view on
what use should be made of particular physical assets, to the Department
of Innovation, which is focused on the research side of activities. So the
Executive of the board is constantly processing differing sets of
stakeholder interests and from time to time we’ll need to resolve conflicts
in those interests (D22).
Directors expressed concern regarding their autonomy and accountability in
situations where there were multiple stakeholder interests to consider, some of
whom were perceived to have a differing understanding of an issue, held different
views on time frames for meeting goals, had markedly different agendas and in
some instances had conflicting values. That both external and internal
stakeholders could substantively influence board deliberations and decision
outcomes and hence system service and operational issues seemed oft a point of
conflict for directors. This was especially so when policies and operational
systems previously agreed to by all parties were not respectfully upheld or indeed
were even flouted by stakeholders e.g. hospital bypass procedures (D23), elective
surgery lists (D16, D21), or disclosure of key commercial and operational
information to board members (D6). Directors also brought to light that such
situations permitted them to give voice to, indeed defend important personal value
priorities.
Recruitment and selection procedures for public and private sector health care
boards were considered to potentially result in differing member profiles and the
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appointment of directors with varied levels of directorship experience.
Chairpersons (D16, D22) and directors (D1, D23) highlighted that personal values
expression might be compromised if an individual was concerned about
directorship reappointment. Appointment processes were noted to potentially
compromise non-executive director independence, which was seen as crucial to
governance integrity. They raised their concerns that directors may not feel free to
express their value priorities, may not take on an issue when values are perceived
to be in conflict if their directorship reappointment may be compromised (D16,
D22, D23). One MHS chairperson spoke broadly of his experience of having less
experienced directors on his board, of seeking to encourage and engage them in
presenting their views on issues and the challenges encountered:
We get some of the more junior members of boards who, when we get the
minister to the meeting, they’ll be very vocal during the discussion, and
when you ask them, ‘Well, would you like to expand on that?’ they say,
‘Oh, no, no, I don’t think I can, I won’t bother the Minister’. Now the
Minister is looking for feedback (D16).
Whilst recognizing the importance of appointing and facilitating the development
of less experienced directors he also voiced the view that the board required to
have experienced directors who were perceived to be more ‘secure’ in their
personal position, who felt empowered to voice their opinions on issues without
fear of losing their directorship position. His sentiments are highlighted in the
following two quotes:
I get concerned when some of them won’t speak up in front of the
minister because the minister might not reappoint them. Now if you are
worried about being reappointed, are you providing the best advice to
the minister? See my view of the minister is, you can fire me tomorrow
because I’m not going to make a fuss. I’ll tell you what I think it is, and
if you don’t like it, I’ll not tell you what you ought to do, I’ll just tell you
what I think…You’re the politician, you make the call. But if you don’t
want me around tomorrow, then sack me. I don’t need the job to survive
(D16).
Government boards, you get a lot of people on these boards who depend
on the money they get for part of their living ability. I’ve sort of come to
the view that some of the best directors I’ve been working with are those
who have the ability to walk away if they disagree (D16).
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The highly politicised nature of the health care sector was another issue raised by
directors, that directing their organisation ‘in the context of the bigger picture’
(D10), being mindful of political considerations, was for many boards a fact of
life. One spoke of his experience working across private and public sector boards
and the ‘weighting’ perceptively required to be given to the broader political
environment of the organisation. He described his perceptions of government
organisations as opposed to a ‘freestanding entity’ run for ‘the patients and the
community’ (D10).
He also gave voice to the consciousness of public sector board members being
‘sensitive’ in their decision-making to the political ramifications of their
decisions. This awareness is conveyed in the following two quotes:
I would say that there’s clearly a strong sense in the public system of the
fact that there are political and government issues involved here that we
need to take account of. We are not just running a business as a business
or as a service, but there are political considerations here that need to be
factored in to our decision-making (D10).
As in, this would be bad for the government if we did this, and therefore
we need to think about, and talk to the department about how to manage
this (D10).
Directors (D1, D23, D24) expressed their unease that political considerations had
the potential to overshadow personal, board and organisational values in the
decision-making process. One MHS director discussed her particular concern
regarding ‘the type of performance measures that are developed’ which she
viewed in some instances as being essentially ‘political measurements’ and the
requirement to meet such “measurements” which were noted to link to receiving
funding and ‘money from the bonus pool’ (D23). She raised potential patient
safety issues created by the measurement of ambulance bypass, an issue which
had been similarly flagged as a point of marked contention by several other
directors.
Hence it was deemed essential to have a strong sense of clarity with respect to,
and respect for, one’s own values and those of the board and organisation. The
ability to clearly articulate and confidently forward personal and organisational
values and value priorities was seen as a critical director skill and central to
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‘staying on course’ in decision-making especially when confronted with issues
that presented values conflicts. In discussing the need for health care sector
directors to have personal values clarity one director made the following
observation:
Absolutely, yes. I think anyone I know who’s on the board of a hospital,
they are pretty well formed, or they wouldn’t be doing it! (D1).
Chairpersons (D16, D17, D22) and directors alike (D1, D23) identified that subtle
and less than subtle challenges can arise in engaging with a myriad of external
stakeholders. Directors needed to be cognizant of the long range stewardship of
the organisation when engaging with external stakeholders, including those
holding substantive influence and power yet whose positions may be transient,
and who might have shorter term goals and differing priorities than that of the
organisation. The following quote gives light to a situation encountered in this
respect:
A live example would be four or five years ago, the then Minister for
Human Services would be looking every morning at the statistics for the
Metropolitan Health Service…not be unusual to ring the CEO and say,
‘Hey, what’s going on, you were on bypass yesterday…Now, from a
governance point of view that’s unusual, but it’s something that the CEO,
the chairman and the board need to be very sensitive to, and careful of,
because you’ve got other issues, the person who has probably got the
maximum influence over capital spending in the forthcoming planning
period. These are complicated organisations to manage and to govern.
There are no simple answers to these issues…this is where the values
issues kick in. There are, in making choices from time to time about
priorities, whether one can accept interference, if one sees it as
interference…and what does this mean for why we’re here? (D22).
Directors emphasised their perception that personal and organisational values
clarity was critical in upholding value priorities in governance decision-making
when such challenges presented. One director offered his view on this matter:
Health is very political…as if it wasn’t complicated enough running a
major health service…The minister’s coming tomorrow…wants a photo
opportunity, a good news story. It’s only 100 days or so until the
election. We had X here last week, I half expect X to ring…to come next
week… it’s a very political world, apart from the opportunism at the
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moment, and I think that’s a learning thing for us all. How to maintain
personal and corporate values in a political world without compromising
them, without losing them in this maelstrom of politics that is the health
field. So you’ve got health and politics all combining, state politics, it’s a
very volatile area, so identifying what your values are and trying to hold
to them in a group and then as a group (D1).
Organisational context
Albion (2006, p. 36) asserts that values-based leaders have the responsibility to
translate the mission and values of the organisation into practice and create a
values-based context for all decision-making. The mission and values of a
respective organisation will directly influence the nature of the decisions that
come to the table for consideration and the approaches available to directors. As
the organisation’s leaders, board members are responsible for shaping the
organisational culture. Leadership values, the shared values of the leadership
group, directly shape the organisational culture by creating the organisational
structures within which internal stakeholders operate and with which external
stakeholders engage.
The leadership group selectively directs the development of an organisation’s
culture by embedding and transmitting values that influence and give rise to action
that is based on assumptions about how things are required to be ‘done’ in the
organisation (Sarros et al. 1999, pp. 43, 49-50). This suggests that it is imperative
then that directors consider the values they wish to embed in the organisational
culture, the mechanisms by which they convey such values, the extent to which the
values are viewed to be congruent with the mission of the organisation and ensure
that such values are ‘seen’ by all stakeholders to be consistently demonstrated in
word and deed. One MHS chairperson highlighted that in his opinion ‘values are
what will unite an organisation’ (D22) and highlighted the importance of the
board’s role in determining, consistently articulating and modeling the
organisation’s values to all stakeholders. As one MHS director noted it is ‘no use
having a set of values in the organisation if what the board does is contrary to that’
(D19). In this vein another MHS director further noted her perception that it was
critical for directors to unfailingly ‘reflect the values’ in how they conduct
themselves, but that this could prove a struggle when membership appointments
were ‘out of our hands to a significant degree’ (D23).

Chapter 6 Page 213

Indeed other directors were blunt on this matter noting that the appointment
processes had resulted in individuals coming to the board who were seen to hold
values and conduct themselves in ways that were not aligned with other members
or the organisation’s values. A number of directors emphasised that whilst
individuals bring their personal values to board decision-making and will shape
the collective decision outcomes, at the end of the day all decisions needed to
align with the organisational values (D4, D6, D7, D8) and effective board
decision-making stemmed from clearly defined organisational values that offered
a reference point for all decision-making. This point is proffered in the following
quote:
They will make those decisions that they think will be in the best interest
of the organisation, taking into account the values of the organisation
and their values (D8).
Indeed the requirement to ensure all board decisions are consistent with broader
organisational goals may offer board members a protective mechanism against
instances in which a director may hold values or value priorities that are
considered to be ‘outliers’ to those of the group.
Board context
Directors raised the notion that a given board on which a director served may have
the potential to influence the opportunity for personal values expression. The
difference between the sectors with respect to the values focus and subsequent
approach to service provision were commented upon by numerous directors (D1,
D3, D14, D21). MHS and PNP board directors predominantly drew such
distinctions between themselves and PFP boards. Directors expressed their
perception that there was a variance of board cultures not only between boards
that served in different sectors, but also between boards within the same sector
(D13, D23), that board cultural ‘norms’ can and do differ. One MHS director
made an interesting observation to this end:
There’s very different boards in the X precinct. You couldn’t get a more
different board than us and the (MHS Board X) (D13).
Even within the same board directors considered that there are in a sense cultural
sub-groupings, ‘tribes’ formed along not only professional groupings (D13, D23)

Chapter 6 Page 214

but along experiential background and philosophical lines (D1, D3, D21, D23).
One director noted that some board members serving on his MHS board that had
come from private sector backgrounds and were viewed to be very market
oriented in their approach were referred to by colleagues as the ‘corporates’ (D1).
The weighting of the memberships of such sub-groupings were noted to flux with
directors moving onto or off the board. It was noted that as this could potentially
influence the culture of the board, it was important that the mission and values of
the organisation and board were clearly articulated to ensure all parties’ decisionmaking was aligned to these (D1, D24).
That PNP and PFP board cultures were consistently reported to reflect the values
of the founding ownership groups was not unexpected and comments to this effect
were made by every private sector director interviewed.

It was however

intriguing to hear comments from experienced MHS directors (D14, D15, D16,
D18, D20) who had lived through sequential changes in governments as to the
ways MHS boards were required to change course with changes in government.
They commented not only on the manner in which board structures, recruitment
and appointment processes, and policy and procedure requirements changed with
transitions of government but also on the dramatic shifts in the philosophical
climate de jour that could determine what was given room for consideration and
debate around the board table. They noted that whether individuals were
perceived to be suitably aligned with the agenda of the incoming government
meant they might accordingly be removed from or reappointed to chairperson or
directorship positions, and that individuals perceived to be well aligned to the
prevailing ideology could flourish. The following quote by one MHS director
highlights her experience and observation of such a transition between two
government groups:
I was working with the X healthcare network under the X government.
We were certainly heading down this path and had invested a lot of time
and energy and then the day X got in it was just a hundred and eighty in
the other direction. And it’s just unbelievable how quickly the change
happened…so when the X government came X was actually
dissolved…split up into…different organisations. So from one extreme
with a…very, very heavy privatisation agenda, and the expectation…that
many of the services, just like the transportation and water, were going
to be privatised, and that was the philosophy at the time. That was the
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ideology. And clearly it was totally the other way when the X government
got in. So it was a big issue…that clear. Overnight…and a change in the
boards we no longer had X chairing a board like this under a X
government, so, fairly quickly…X became chair of X. So a very, very
quick switch…so different policies come in from the top…we have a
closer link with the government…if the party in power changes it makes a
big difference (D14).
As a consequence some of these veteran directors felt that a degree of cynicism
regarding shifts in party political agendas was not misplaced, the perception being
that there was a ‘swings and roundabouts’ nature to politics. They had come to
believe it was wise to take a longer-term stewardship approach to the (often long
established) organisations and the services they provided to the community, to see
themselves as custodians of their organisations for and on behalf of the broader
community as a whole and not simply the instruments of the politicians of the day
who might see issues with a shorter term horizon whatever their hue. The
following two quotes give voice to these sentiments:
The board has a strong feeling of being accountable to not only its
political masters but also to the community (D15).
You’ve got a responsibility to those that will succeed you, not only those
that will immediately succeed you, but those who will succeed you in
years to come. This is an issue that, certainly in the health services, can
promote conflict with politicians, because the timeframes are quite
different (D22).
It was disappointing that given the stakes involved and resources required, the
opportunity for a seemingly more rational bipartisan political approach to meeting
the substantive challenges posed by the provision of health care was not reported.
Creation and maintenance of a board values culture
The importance of the creation and maintenance of a strong board values culture
aligned with the values of the organisation was raised by a number of directors.
Some directors reported situations in which this conversation was not actively
engaged, where there had been in their opinion no substantive attempt to evaluate
the board’s values. The following quote exemplifies this:
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Not consciously, and I don’t think we’ve ever seriously made an
assessment of what the board’s values are other than…patients come
first (D15).
Conversely, others described (D1, D21, D23) situations where the importance of
values clarification was a very active conversation. Two directors discussed their
experience of participating in a values evaluation process conducted not only at
board level but also throughout the organisation. They indicated the board was
responsible for the leadership of this process and described that the origins for
such an exercise had arisen from concerns regarding the depth of awareness of
and connection with the values and mission of the organisation by internal
stakeholders. The following statement by one director describes the initial
evaluation of cultural values alignment within the organisation:
The testing of how deep within the organisation people understood the
cultural values and the mission and all of those sorts of things kept
showing us that there was a disconnection between the words and the
behaviours (D23).
Such evaluation prompted the board to take an active leadership role in instigating
a process of values evaluation across the organisation. The board members
considered they played an important role in creating cultural change throughout
the organisation and ensuring that there was a sense of values awareness and
alignment across the entire organisation. However, they also noted that even
where there is the will, leading such change in an established culture can pose a
substantive challenge and embedding genuine values change is an incremental
process.
A number of directors highlighted their views on the importance of the board in
putting their ‘money where their mouth was’, so to speak - that the board required
to show in deed not just word the values they believed in. The board needed to be
seen by all stakeholders to be upholding espoused values in word and deed, and
that there was an expectation by stakeholders of board members to show ethical
leadership by consistently reinforcing such values in action. One director gives
voice to this sentiment in the following statement:
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I think our values seem to reinforce one another a great deal; we do look
to reinforcement and affirmation. I think the senior clinical staff look to
the board for reaffirmation (D1).
Several directors raised the importance of stakeholder faith in, and expectation of
the leadership of the organisation to actively role model professed values. One
MHS chairman discussed a particular situation in his organisation that had
prompted the board to respond. His comments which follow highlight that in
order to build stakeholder trust the board must be seen by stakeholders to take
action in the face of conduct deemed to be non-aligned to stated values within the
organisation. His statement relates the reality that implementing cultural change is
an imperfect science and can take time whilst also forwarding his view of the
importance of not shying away from actively engaging in the process:
There are traditions…the role of the head of a speciality or a division has
many facets to it. It’s not only being a well-regarded, experienced
clinician, and well-respected in that discipline. Now we’re moving
towards expecting that person to be an effective manager and leader.
And that calls for complementary skills and knowledge to that which one
might have given a professional background. So the person who would
head up a service today, the aspiration of the executive and board would
be quite different to that which our peers of 50 years ago had. But we’re
still in transition. So if, as is the case, humans have their weaknesses, and
senior clinicians don’t behave in a way that’s consistent, what should the
organisation do in those circumstances? One of the triggers to the
culture change initiatives were matters of that nature…real issues. To
give an example, throwing instruments across an operating theatre at a
junior staff member. Totally unacceptable behaviour in relation to the
values, but…that person had been in that position for a long time. So
what should we do? We’re in a transition, so even though we’ve all
come with the best of intentions and beliefs, it’s how you deal with these
transgressions that has maximum impact because of the old story of
actions being louder than words. In circumstances of that nature how
the organisation reacts is very, very, very important in the real culture as
opposed to the professed values. That matter arose because some of the
peers at the senior level weren’t prepared to see that continue. Yes, and
expected the executive and the board to do something about it. Now that I
saw as positive, because that’s saying they weren’t prepared to accept
that behaviour, and they weren’t prepared to not do anything about it,
and they expected that the organisation would respond to that. Yes, so
that, for example, I got involved personally as chairman, in the actions

Chapter 6 Page 218

that we took to deal with that, making sure that the organisation’s
response was understood by, for want of a better term, complainants. So,
no, it’s not being swept under the carpet, yes we are doing something
about it (D22).
Board decision-making processes
Directors noted that individuals do not operate in isolation rather they operate
alongside director colleagues. As such, their decision-making is open to the
formal and informal influence of other board members. Decision-making at the
board level was noted to be a group process in which each director was a singular
participant, that ‘collectively’ (D4) members’ values influence board decisions,
decisions for which all members are thereafter subsequently accountable. One
director in the following quotation explores this sentiment:
As a director you are part of a collective group, so it’s not an individual
director who’s making decisions about something…it’s a collective
group…you don’t often find individual directors named as such, but if a
health system…has gone off the rails somewhere or another, then…it’s in
the paper…boards are directly responsible…in conjunction with the chief
executive. So it’s that collective responsibility rather than individual
people (D19).
Directors also emphasised that whilst individuals have personal values and value
priorities they may seek to promote, these may be tempered through the collective
decision-making process. Ultimately a singular view does not necessarily
determine a decision, and ultimately the collective values held by the membership
offered a check and balance. Two directors articulated such observations:
A board is a collective group, so if an individual has a particular view on
something, for religious or cultural or any other reason, might be quite
at odds with what is regarded as a normal practice. Then the view of one
doesn’t necessarily prevail. It’s taken into account, but if the rest of the
board is comfortable with whatever the issue is, then one could express a
contrary view, but it doesn’t mean that it still doesn’t go ahead (D19).
We’ve had some…very interesting discussions on matters…the person’s
values come forth in the meeting. It’s very healthy to have the spread of
people that we’ve got, because it keeps everybody’s values as the best
denominator…not the lowest denominator (D1).
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However, the importance of board members having congruent values and the
significance of this to board cohesion was emphasised by one director who stated
that at the end of the day having a cohesive board ‘comes down to values’ (D12)
and that this was difficult if these were at odds. Indeed one PNP chairperson put
forward his view that it was imperative for individuals to determine whether their
personal values were aligned with those of the board they might seek, or be asked
to serve, and that a chairperson especially requires to have an appreciation of the
values of the organisation served and a sense of congruence between their
personal values and the organisational values. His thoughts are conveyed in the
following two quotes:
So whatever my own views were, I could not afford to be chairing a
hospital which was obliged to follow Catholic principles if in fact it was
known that I had views that were contrary to that. Irrespective of what
my own views were, you just wouldn’t do it (D4).
A lot of people have different angles for different things, because of their
own background, their own experiences, but I don’t think that they’ve
ever really got into a major confrontation over their values position…not
all our board members are Catholics…but I don’t think you’d put
yourself in a position of going on a board like a Catholic health
organisation unless you were pretty comfortable with, or you knew what
the black and white areas were, you just wouldn’t do it…if some of the
things they did were contrary to, or stretching the boundaries of my own
beliefs…I just wouldn’t do it, you wouldn’t put yourself through it (D4).
Another director perceived that all decisions required an interplay in which a
director ought to take into account not only their personal values but also the
values of board colleagues, the organisation and their obligations to the
organisation’s stakeholders. His view is proffered in the following quote:
You’d come with a bias, you’d come with an experience, whether it’s
medical, whether it’s financial, whether you’re a Sister…and you’ve
taken vows…service to the poor, whether you’ve been a director in a
public company. So I think that has a bearing and an influence…at the
group level, all of that comes in to play then, and I think at the end of the
day, what’s best for the organisation and for the stakeholders of that
organisation (D6).
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Following this line of thought he underlined that all decisions directors make need
to be aligned to the organisational values and that these should offer a reference
point for all decision-making: that directors should be aware of the organisational
values, had in effect ‘signed up’ to them in accepting their directorship and that
ultimately delivering against these for stakeholders in terms of the spiritual, social
and fiscal outcomes was a measure of board performance. His comment, which
follows, reveals an underlying sense of stewardship of the organisation and
responsibility in fulfilling the mission of the ownership group:
Our board actually start their board meetings with a reflection…our
Director of Mission facilitates it and puts that in to a modern
context…often in those discussions our values arise…We don’t
have…etched in to the board table…mission, vision and values, but when
we put up a new business proposal, for example for investment, we do a
values alignment. So, is this consistent with the values, the mission of the
hospital and the values, and so we’ll do an assessment of it against those,
whether it’s supporting them or whether there’s, well, you wouldn’t put
up with it if there’s a violation. We do a values alignment on all major
decisions the board make…People understand their purpose extremely
well…why they’re there, and at the end of the day…are we
delivering…what they want for the hospital, spiritually, financially,
socially (D6).
Board decision-making and values conflict
Heyel (1994, p. 4) asserts that decision-makers are required to consider within
finite timeframes and facility constraints all possible factors impacting on their
ultimate selection of a decision choice. During this process decision-makers can
experience both personal and interpersonal conflict (Marquise & Huston, 1996).
Directors reported that in the process of board decision-making values conflict
does occur at the individual, collegiate, intra-board, board-internal stakeholder
and board-external stakeholder levels. However, engaging such conflict was
deemed to present opportunities for enhancing board cohesion by strengthening
team dynamics, and improving decision processes through values clarification and
alignment.
At the individual level directors provided examples of situations that had created a
personal values conflict for themselves (D5, D13, D17, D18, D23). In such
situations directors had elected to either find a solution, find an acceptable
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compromise position

or resign. Directors recounted that values conflict could

have a negative personal toll.
At the collegiate and intra-board level examples were forthcoming from directors
regarding values conflict situations they had personally experienced or observed
(D3, D10, D14, D15, D17, D18, D20). Carver (1997a, p. 9) contends that boards
are groups and as such must ‘deal with the implications of being a group’; that
like any other group they are fraught with extensive and complicated interpersonal
dynamics. To this end he forwards that a board's greatest safeguard against
unfortunate interpersonal dynamics and the dysfunctional behaviour of a board
member is to have previously determined what constitutes appropriate behaviour.
Without such guidelines being accepted and adhered to by all board members,
issues can become simply clashes of personality, acceptable board behaviour a
matter of opinion and the integrity of the group governance process compromised.
In many of the less complex instances cited by directors a board position
description may well have offered a useful tool that would have assisted in
mediation of the issues.
In other situations, however, where the issues were unpredictable and complex
individuals were faced with having to negotiate their way to an acceptable
outcome or resign their directorship. Again directors noted that such conflict
could have a negative personal toll (D7, D10, D12, D18), even when dealing
respectfully with others (D7, D12). As one director noted it is especially
challenging at the board level because when there is conflict:
You don’t want to hurt people but at the same time you have to do what’s
right for the organisation (D12).
It is of note that the majority of the issues cited by directors as creating values
conflicts were not related to programmed decisions (i.e. scheduled issues often of
a quantitative nature) such as the ratification of minutes and approval of line
budgets by the board, where autocratic decision-making processes were applicable
and results through a straight vote were clear-cut. It was invariably, rather the
unprogrammed decisions (i.e. non-scheduled issues often of a qualitative nature)
that were seen to result in conflict that would require a conciliatory and consensus
approach to decision-making to reach a satisfactory outcome. To this end the
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critical role played by the Chairperson in guiding the board effectively in the
decision-making process was highlighted.
Directors also noted that they considered trust and respect amongst the board
membership, for each other and the chairperson, was a critical component in
effective board decision-making and values conflict resolution. If there was a lack
of cohesion amongst the directors due to a culture of suspicion, distrust or
disrespect it was noted that effective decision-making could prove impossible
regardless of the process utilised (D5).
Additionally, the importance perceived by directors of respecting individuals and
their personal values in the decision-making process in order to enhance cohesion
amongst the membership and in securing a decision outcome that is acceptable to
all was raised. The following two quotes, the first by a PFP director and the
second by a MHS director are illustrative of such comments:
I think our board…has complementary skills, complementary values and
personalities. They also have great respect for each other, so there’s not
one board member I can think of…who’s not respected by the other
board members. So their views are taken on board, views are always
considered and respected, and if the decision is made that perhaps is
contrary to what they might like to see, the board works very hard to
reconcile their position with the decision of the board (D5).
An illustration of that is on this board we try to have consensus decisionmaking all the time. There have been a few exceptions, but I can
remember the exceptions…we’re willing to have longer meetings in order
to gain consensus. We don’t bully people into falling under majority rule.
Occasionally we do have to vote, so we have to do it occasionally on legal
matters and so on, so it’s quite specific. If people want to vote ‘no’ or not
vote, or on occasion there’s a conflict of interest and the person doesn’t
vote, and so on, but we work on consensus building and consensus voting.
So people’s values are very important in that process (D1).
Whilst values conflicts were predominantly seen in a negative light, directors also
reported instances in which they considered such conflict proved valuable and
resulted in the development of a cohesive frame of reference amongst the
directors and the growth of the board as a ‘united front’ (D7). Directors described
the value of participating in strategic planning retreats that had seen a substantial
amount of discussion around values that they perceived had eventually resulted in
Chapter 6 Page 223

a clear strategic plan which all directors had agreed to and could stand by. The
following quotes from two MHS directors exemplify comments along these lines:
So the whole values thing really comes out of the sifting process you go
through as part of strategic planning, where you are, and we make a
point of consulting widely…and revisiting the values, and working on
those all the time. So…the whole strategic plan and the values…really
get sifted through this whole process (D19).
I think as we went through the strategic planning process, there was a
fair bit of discussion about future directions…some people’s values focus
on the education and training, and some people’s values focus on quality
care…we probably had a lot of conflict and a lot of discussions, but, at
the end of the day it was appropriate because we worked it through…so
I’d have to say that in that way, having the values discussion, although
there was argy-bargy as we were going through the planning process, at
the end of the day it ended up with a strategic plan that we all understand
and we all know what it says and we know where to go, so, difficult at the
time, but an excellent outcome as a result of the process (D14).
The board chairperson
Whilst it may be considered the responsibility of the board to lead the values
culture of the organisation as a whole the role of chairperson may be viewed as
critical in leading the values culture of the board.
Carver suggests that the role of the chairperson on behalf of the board is to protect
the integrity of governance and to support and nurture the board’s wholeness. He
forwards that they have specific responsibilities that "are fundamental to the
governance process and board discipline" (Carver, 1997a, p. 2). The chairperson
is also specifically responsible for ensuring performance and enforcing
appropriate behaviour in line with stated policy guidelines outlined by the board
(Carver, 1997a, pp. 6-7).
He suggests that even though ‘all board members bear a responsibility for
governance discipline, the chairperson as first-among-equals not only guides the
process but is empowered to make certain decisions. As point-person for board
discipline the chairperson is the leader' (Carver, 1997a, pp. l-2). Additionally he
raises the notion that the conduct of the chairperson can significantly impact on
the success or otherwise of a board, that a chairperson may seek clarity in
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discussing issues and decisively identify action required or alternatively may fail
to allow sufficient discussion of issues under consideration, fail to encourage
director participation and stifle dissent (Carver, 1997a).
That directors’ observations concurred with these sentiments was indeed the case.
Directors recounted both positive and negative observations of aspects of
chairperson conduct. The overwhelming appraisal was that the role of the
chairperson was pivotal in being enabled to engage with values issues. The
chairperson’s tolerance for and willingness to allow time to deliberate an issue
and follow a process that encouraged respect and cohesion amongst the board
membership was crucial.
The term ‘servant – leader’ put forward by Robert Greenleaf (1996, 1998, 2002)
appears to encapsulate the practical role and philosophical approach best adopted
by a chairperson wishing to make the best contribution to their board and their
organisation. The ability of the chairperson to creatively and respectfully lead the
board in the decision process and especially in values conflict resolution processes
was reported by directors to create respect for and enhance their confidence in the
chairperson. Chairpersons and directors from both the private and public sectors
similarly commented that it was imperative for the chairperson to lead the board
in a manner that gave space to engaging all members’ views, utilising a process
that allowed all to feel that decisions had been appropriately attained and
permitted all members to subsequently stand by such decisions. The following
two quotes illustrate these sentiments, the first by a PFP director and the second
from a MHS chairperson:
So it’s not autocratic, it’s not an autocratic process. We have a chairman
who is very democratic, and he doesn’t impose his will on the
board…Everyone is entitled to a dissenting view, and that dissenting
view is never dismissed. It is debated, and discussed, and I can’t think of
any situation where we’ve ever had a decision made by the board that
isn’t unanimous, and isn’t supported thereafter by the board…Yes and
not solidarity for solidarity’s sake. It’s not toeing the party line, it’s not
that at all. The board decisions are reached through a proper process,
and when the decision is made I’ve never heard board members
afterwards saying, ‘Well, I wouldn’t have done it that way’ or ‘I didn’t
agree with that’, I never hear that (D5).
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You don’t necessarily take formal votes on something like that, but you
certainly want to ensure (a) that everybody had the opportunity to put
their points of view, (b) that those views were discussed so that they
weren’t dismissed by one group or another, and (c) that you got a result
that everybody acknowledged was the result. So, for example, some
chairs, in some situations, would steamroll through a particular issue
even though the majority might have wanted it otherwise. The only way
you will beat it is to physically confront the issue with the chairman.
Certainly that’s not the way in which neither I nor my board members
would accept as a means by which matters were resolved. So we’ve
worked over a long period of time so that (a) people have confidence that
they can put their point of view, and it will be listened to, (b) that a real
decision will be made, as opposed to an artificial one, and that (c)
everybody expects that external to the board room, that everybody will
get behind it (D22).
In a personal light one director spoke of her experience in participating in a values
conflict situation and the manner in which her chairperson engaged with and led
the conflict resolution process. Her respect for the chairperson in taking the time
to initially engage with and then subsequently take a stance to monitor the issue
toward a resolution, and her ability to foster interpersonal respect and an increased
sense of trust and cohesion amongst board members whilst also reinforcing board
values alignment are clearly apparent in the following quote:
One…example…a really…difficult discussion about one of our service
provision options and there’s no right or wrong answer, it’s just a really
difficult…situation…there’s no easy answers to this one. And we went
around and we went around and we decided in the end that we actually
couldn’t conclude at this point in time. That we would agree on a
particular pathway whilst maintaining a watching brief, and continuing
to just think it through. It just wasn’t something that could be resolved on
the spot. We got the minutes, and I didn’t think the minutes reflected that
conversation. I thought the minutes drew a conclusion that I wasn’t
convinced was drawn…I raised the issue at the board, and said I’m not
comfortable with how this is reflected in the minutes. And we went
around the table, and we do have some people that are pretty strong, and
one of them said ‘you can’t just rewrite the minutes’ and I said ‘I’m not
wanting to rewrite the minutes – I don’t think the minutes are accurately
reflecting the conversation that we had.’ And someone said ‘Yeah I’ve
got that sense too’ so then we phoned X…a great chair, she just asked
every single person around the table what their perception was and then
worked in a way to not change the substance of the meeting – not change
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the minutes – but to frame up in a way that I could actually agree with.
Or the option would be to abstain…it was well handled because the way
it was written, it wasn’t reflecting my own values…and that’s why it
wasn’t reflecting the sense of the conversation. Because I thought…this
was a big values difference conversation…there was that kind of
disconnect there. So, I was really heartened with how she handled that,
because it would have been very easy to just slap me back and say ‘Get
on with it. Everyone’s agreed that’s what it is, you can’t rewrite the
minutes.’ Or to even have just put in an abstain. But she actually worked
it through; went back, revisited the conversation. And then said we must
make sure we come back to this, this is something that is unresolved
business that we need to keep coming back to, even if we can’t resolve it
we can’t let it go. So I thought that was really well managed…if there
was anything that was important enough to all of us X will raise it. And it
would get the space (D13).
Individual values expression
A number of PNP and MHS directors participating in this study reported they also
served on PFP boards in the health and other sectors. This placed on the table the
question as to whether individual directors consider their personal values
consistently guide their decision-making as they ‘cross pollinate’ boards, and if
individuals’ values are constant does the setting in which they operate have a
bearing on their decision-making? It also gave rise to the question as to whether
all board settings offered the same opportunity for consistent expression of an
individual’s personal values.
Directors noted that personal motivations for board service vary between
individuals. However directors reported that they perceived individuals often had
a preference for and were attracted to serve on boards of organisations with which
they felt a sense of personal alignment. Such alignment may be felt by a director
for a board, which services a particular ownership group (D7), patient population
(D1, D13) or geographic location (D1, D12). The following two comments from
MHS directors illustrate these sentiments:
It doesn’t make sense for me necessarily to be on the board of X
Hospital…because…one it’s a long way, and I don’t really have any
direct input to that, whereas actually I feel I live in that area between X
and X…therefore I feel more part of the community…so I think that’s
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quite important that you, you feel an alignment to the board that you’re
on (D12).
As far as I understand, applicants, or the few I’ve been involved in
interviewing…people have usually had a preference for serving in one
particular area for some reason, some are consumers but others…might
be geographic, that they live in the X region, so they’re interested in the
X…There are various reasons (D1).
A number of directors commented on their perception of the altruistic nature of
health sector directorship, that broadly individuals seeking to serve in the health
sector were potentially more altruistic in nature than those drawn to other sectors.
Indeed directors drew comparisons between the size of health care organisations
and the operational responsibilities of directors with those in other sectors.
Directors perceived that for the overwhelming majority of directors serving PNP
and MHS boards they were certainly not ‘doing it for the money’ (D15) and that
in fact individuals may be losing money in the sense that they were forsaking time
that may be utilised for more lucrative activities. Several PNP directors identified
that they were not paid for their service or only received an honorarium (D8),
which may on principle in turn be returned to the organisation (D21) while MHS
directors identified the comparatively small directorship fees they received when
viewed with those attained by corporate sector directors. The following quote
from one MHS director is illustrative of such comments:
My only comment is that…I’ve been impressed by the range of people
I’ve met, and their commitment to the public health sector and having
said that, I’ve never run across people who were in it for anything other
than altruistic motives. They’re there to try to…do a good job. In fact it
was interesting when they cut our salaries by a third, no, two
thirds…board fees, were $22,000 or $24,000, and that went back to
$9,000…It’s just gone up…I think…$15,000…people aren’t doing it for
the money. It pays for petrol, and I can salary sacrifice some of my
super. But other than that, no, people aren’t doing it for the money. And
the chair, I think our chair gets $28,000 or $30,000, and he’s got a lot of
responsibility (D15).
Another MHS director (D20) noted that in his opinion there were very marked
differences between health care sub-sectors. He considered these were not simply
practical differences but distinctive philosophical differences. His perception was
that not unlike himself others may have a distinct preference for service on a
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given board or for service with boards in a specific sector in which they perceived
they would find opportunities to give expression to their personal values.
Individuals who sought meaning in their work would seek roles in which they
perceived they might achieve this, and a directorship role might simply be viewed
to be part of a personal trajectory, a continuation of life and work roles offering
another opportunity for the expression of personal values. Certainly both PNP and
MHS directors noted that their stewardship role within the organisation was very
important to them (D1, D3, D8, D9, D13, D17) and many reported they had had
professional roles and work experiences that included caring for the sick,
homeless and disadvantaged (D1, D7, D13, D15, D17, D18, D21, D23).
The notion of individuals’ ‘spirituality’ being given expression in the workplace
was broadly touched upon by directors (D7, D20) however whilst only fleetingly
touched upon there was a very real sense that this idea had significant worth to it
and substantive merit for further exploration. The ‘meaning’ of work, and the
possibility that directors might seek meaning in and through their role was thus
raised. Authors such as Albion (2006), Sinclair (2005) and Moore (2008) put
forward that individuals, and especially those in leadership roles, should be true to
their own values and seek consistent expression of these through their work.
This chapter has presented survey and interview data related to research approach
four which explored the influence of personal values on director decision-making
in the conduct of their acute health directorship role. In undertaking the qualitative
analysis of governance decision-making for this study additional findings
regarding ways in which the setting may shape the opportunity for personal values
expression were revealed and are identified. A discussion of the significance of
and conclusions drawn from the study findings presented in Chapters Four, Five
and Six follows.
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Chapter Seven: Discussion of the results
Introduction
This study undertook to answer the research question: how do the personal values
of governing board directors influence governance practice in Melbourne
metropolitan acute health sector hospitals? The survey and interview findings
presented in Chapters Four, Five and Six are now discussed.

Research approach one discussion
The first research approach sought to describe directors’ personal value priorities
and identify factors that may influence these. To this end directors’ values were
categorised using the Schwartz Value Survey (1992) and factors considered to
potentially influence their priorities were determined using closed and open-ended
survey and interview questions.
Subsequently SPSS t-tests, and thereafter eta squared tests, were conducted to
evaluate the influence of demographic factors on reported value items. A number
of the demographic categories (country of birth, cultural heritage, period of board
service, education and profession) evaluated in this study were excluded from
analysis due to the small sample size and response distributions. Four
demographic factors were, however, identified as influencing respondents’ value
priorities.
Health sector affiliation, sex, age and religious belief were revealed to influence
respondents’ representative value item prioritisation. A statistically significant
difference was found to exist between directors serving PNP and MHS boards for
nine representative value items, between male and female directors for five value
items, between younger and older directors for six value items (and two primary
and one higher order value types) and between religious and non-religious
directors for six value items (and two primary and one higher order value types).
The survey revealed a number of findings with regard to the demographic profile
of the 30 respondents serving Melbourne metropolitan acute health boards, and
specifically private non-profit (PNP) and public Metropolitan Health Services
(MHS) boards.
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Each of the thirty (100%) respondents was a non-executive director appointee,
seven (23%) of whom also served in the role of Chairperson. Respondents were
relatively evenly distributed with regard to board affiliation with 17 (57%) serving
PNP boards and 13 (43%) serving MHS boards.
The non-executive appointment result is in accordance with the Australian Stock
Exchange Corporate Governance Council’s best practice recommendation 2.1 that
“a majority of the board should be independent directors” (Australian Stock
Exchange, 2003, pp. 19-20). The finding, however, is somewhat at odds with
trends identified in international public health settings. For example, in the United
Kingdom governance reforms in the NHS resulted in the increased representation
of executive directors on public health sector boards (Ashburner, 1997, p. 288).
Also, in light of the reports by numerous PNP directors interviewed for this study
of the increasingly competitive nature of the Melbourne acute health sector, all
respondents being non-executive directors challenges Judge and Zeithaml’s
(1992, p. 62) argument that, in an increasingly competitive environment, nonprofit health sector boards will install more executive directors.
The “independent” status of a non-executive director is linked to independence in
decision-making as “outside” directors are deemed to be able to make value
judgments without the fear of repercussion to their position with an organisation
that an “inside” executive director may hold (Australian Stock Exchange, 2003,
pp. 19-20; Davies, 1999; Pease & McMillan, 1993). However, this view is open to
challenge in situations where, as many interviewees reported, directors are
appointed for a limited term, and reappointment is at the pleasure of a government
minister or owner-shareholder group.
There was a marked homogeneity in respect to respondents’ country of birth, with
97% of respondents reporting they were born in Australia, and cultural heritage,
with 87% identifying their culture as Australian. These results are of note given
the multi-ethnic nature of Australian society, and whilst the findings may indeed
reflect the broader acute health sector director population it might nonetheless be
questioned as to whether directors born in other countries or from different
cultural backgrounds elected not to participate in the survey. As personal values
are identified as varying across cultures (Sarros et al, 1999; Schwartz, 1992)
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representation on a board by directors of differing cultural heritages might
arguably bring different value perspectives to board decision-making.
The representation of both sexes for all survey respondents was 60% male and
40% female. The distribution of male and female respondents serving the two
sectors was, however, markedly different. The PNP respondent composition was
82% male and 18% female, and the MHS respondent composition was 31% male
and 69% female. These results reflect interview comments made by PNP directors
regarding their awareness that endeavouring to have a ‘balance’ of male and
female directors was an important consideration in the selection process, and by
MHS directors regarding government affirmative action policies that promote
female board member appointments.
The survey results are not necessarily unexpected given the profiles of the boards
included in the study typology from which survey and interview participants were
drawn. The PFP boards had female director representation ranging between 0%
and 17%, PNP boards had female director representation ranging between 8% and
56%, and MHS boards had female director representation ranging between 30%
and 78%. The typology profiles in this study are in line with those of an
Australian study conducted by PRO:NED (2006), a consulting group, that found
both private non-profit and government boards had higher female representation
than private for-profit boards. Selection policies that promote diversity and a
balance in gender representation as a priority were considered to account for the
results obtained.
As was discussed in the literature review researchers have reported on differences
in male and female value priorities. In this study sex is identified as a
demographic factor which influences survey respondents’ value prioritisation. The
results of this study serve to highlight the issue of representation on a board by
male and female directors who potentially bring different value priorities to board
decision-making.
Respondent ages ranged between 34-80 years with the average age being 61. The
60-69 years group was the most frequently represented with approximately half
(47%) of all respondents in this group. Differences in the age profiles of PNP and
MHS directors are noted. While the average age of PNP respondents at 63 and
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MHS respondents at 59 was not markedly different, and the 60-69 year age group
was the most frequently represented in both groups (53% of PNP and 38% of
MHS respondents), the proportion of younger and older respondents in the two
sectors were quite different. Of the PNP respondents 6% were under 50 years of
age whilst 94% were over 50 years of age (71% of whom were 60+ years of age)
whereas 31% of MHS respondents were under 50 and 69% over 50 (53% of
whom were 60+ years of age).
A survey of Australian companies by Korn/Ferry and Egan Associates (2005)
reported the average age of board directors was 58 years. The results of this study
reveal that at 61 years acute health sector directors (and respectively private sector
respondents at 63 years and public sector respondents at 59 years) are only slightly
older than the results for a comparative population.
The results possibly reflect a preference for the selection of older individuals who
are perceived to bring a depth of experience to their directorship role, and that
older individuals may perceive they have the time and resources available to allow
them to participate in board service. The results also highlight the possible role
played by the selection process with respect to the age of candidates selected to
serve in the two different sectors. The advertisement process utilised by the
Department of Human Services for Metropolitan Health Services is open to
prospective candidates from all age groups. The approach used in the private
sector whereby directors ask personal associates and professional colleagues for
candidate recommendations may potentially reduce the age breadth of candidates.
Such issues were touched upon by directors during the interviews.
One director noted that they ‘try to get a balance…to some extent of age, although
that’s always difficult’ (D4). Directors reported that individuals who had not only
the desired skill set but also had a substantive depth of experience in their
respective field, a situation which itself can only be achieved with time, are
selected (D3). Others commented that they believed they were only now at an
appropriate point in their career at which they felt confident to bring their
extensive professional experience to the directorship role (D4, D9). The matter of
having time available in their career and life stage to devote to the requirements of
such a role was also raised (D3). In contrast, however, one director considered
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board service offered a career and profile opportunity more aligned to a younger
person’s situation (D13).
The consideration of remuneration for board service was reported to link with age.
One director commented that being well established in his career and financially
secure he was better placed to devote the required time to board service for which
he received little or no remuneration (D9). Indeed, a number of directors from
both the private and public sectors reported viewing directorship service in a
philanthropic light (D3, D8, D9, D19). As one commented ‘We don’t get paid for
these roles’, that he saw board service as being ‘for the love of mankind’ (D8).
Several directors noted that they were aware of situations in which directorship
fees were returned to the organisation in an additional philanthropic gesture (D7,
D9, D21). Alternatively, some older and younger respondents identified that their
board remuneration formed a component of their primary income and therefore
necessitated compensation as time was taken from other possible employment
opportunities (D13, D15, D20).
Other issues of bearing highlighted by directors were the differences between
public and private organisations in selection processes, the number of directors
required for board service, and the ensuing pool of individuals available for
selection. That the Metropolitan Health Services (nine directors per board)
periodically call for directors via an open publicly advertised application process
and that any individual can nominate for board service through the submission of
a written application to the Victorian Department of Human Services was
commented upon. Alternatively, directors serving private organisations noted that
directors were only recruited ‘as we require them’ and taking a ‘very individual
approach’ (D3). The infrequent need to call for directors was noted by several
directors and related to length of service policies or the lack thereof. One private
for-profit director related that in his considerable time on the board there had not
been any new appointments. When a need is identified, recruitment is mostly
through ‘word of mouth’ by asking ‘the people we know’ (D3), and thereafter by
asking personal contemporaries and professional colleagues for candidate
recommendations. This is of note as 71% of private sector directors are 60+ years
of age.
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As was discussed in the literature review researchers have reported on differences
in the value priorities of individuals in different age groups. In this study age is
identified as a demographic factor which influences survey respondents’ value
prioritisation. This result highlights the issue of representation on a board by
directors of different ages who potentially bring different value perspectives to
board decision-making.
The average period of board service reported by survey respondents ranged
between 1 and 17 years, with the average period being 5 years. Again differences
were apparent between PNP respondents who had service periods ranging
between 1-17 years (average of 6.8 years), and, MHS respondents who had
service periods ranging between 1-6 years (average of 3.4 years).
A board governance survey conducted by PRO:NED (2006) identified the average
length of service of Australian non-executive directors as three years. So whilst
the median period of service identified for MHS respondents (3.4 years) is
comparative to the national result, the period of service identified for PNP
respondents (6.8 years) is substantively longer.
The Australian Stock Exchange best practice Recommendation 2.4 states that
directors should be appointed for specific terms (Australian Stock Exchange,
2003, p. 23). A policy that identifies an upper limit on a director’s period of
service will directly influence the period of service attainable. PNP directors
noted during interviews that the boards they served had differing positions on
maximum service periods. Policies identifying upper limits for director service
existed in some organisations whereas others had no recognised policy. In contrast
MHS directors stated that a clearly defined policy on length of director service
was in place, being three year appointments by three terms (i.e. maximum of nine
years). Notably the PRO:NED (2006) survey identified that whilst only seventeen
percent of companies surveyed identify a maximum period of board service,
government boards and non-profit boards are more likely to set maximum periods.
As discussed in the literature review longer periods of service are reported to
increase the opportunity for a director’s personal values to be influenced by the
shared values of colleagues (Fritzsche, 1995), and to be acculturated to and
influenced by organisational values in making value judgments (Rowe &
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Boulgarides, 1992, p. 71). The results of this study highlight the difference in
opportunity between private and public health sector directors for such influence
to occur.
Approximately three quarters (73%) of respondents indicated they held between
one and five concurrent board appointments. Respondents reported such service
was predominately in a non-executive capacity, spanned both the private and
public sectors and was in a diverse range of industry sectors.
However, proportionally more PNP directors (82%) reported concurrent board
service than did MHS directors (62%). In addition the profiles of the boards
served by the two groups of respondents were noted to differ. PNP directors
predominately served on medium to larger sized private non-profit and for-profit
boards, whereas MHS directors served on smaller to medium sized community,
local and state government and private non-profit boards. The result highlights the
opportunity afforded to directors through service on a variety of boards across
sectors and industries and the potential to bring knowledge and experience gained
in diverse board environments to their directorship role. Indeed, some directors
made reference at interview to this ‘cross pollination’ being of significant benefit
to a board.
Arguably, directors bring their personal values to the table regardless of the board
served. Directors, however, shared insights during interviews into the challenges
posed to individuals operating on boards in sectors they were unfamiliar with.
Some indicated that their personal values directly influenced the boards they
sought to serve. Others related their perception that fellow directors who moved
across sectors found this a significant challenge because of the implicit value
cultures of the different sectors. One director referred to board colleagues drawn
from the corporate sector and serving on a public boards as ‘the commercials’
(D1), and expressed the view that the value priorities of those individuals were
often at odds with other members of the board.
That individuals who hold the majority of their experience within a particular
sector (for example, the commercial private sector) can find it challenging to
operate in another sector (for example, the private non-profit or public sectors)
due to operational, mission and values expressive differences is discussed in both
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the values and governance literatures (Mason, 1996, p. 11; McFarlan, 1999).
Directors drawn from different sectors and experiential backgrounds reported on
challenging experiences they had encountered in engaging in the health sector.
Several private commercial sector-derived directors identified challenges relating
to governance, operational practices, and strategic and financial prioritisation
whilst serving on MHS boards (D1, D17, D19).
Some 67% of all survey respondents described their belief system as religious,
with the majority of these having a Christian affiliation. 30% identified
themselves as non-religious with the greater proportion indicating they were
agnostic. There was however an apparent difference in the proportion of PNP and
MHS respondents in each group. Of those directors identifying themselves as
religious, 75% served on PNP boards and 25% on MHS boards. For those
identifying themselves as non-religious 22% served on PNP boards and 78% on
MHS boards. I wish to reiterate that due to Deakin University Human Research
Ethics Committee approval requirements it was not possible to attain
denominational specific affiliation data from respondents.
The result highlights the marked variation between the reported belief system
affiliations of respondents from private and public boards. Hence the question
emerges as to whether respondents sought to serve religious or secular based
organisations, or whether board selection processes facilitated the selection of
respondents with an identified affiliation. Notably, PNP respondents were drawn
from organisations with religious or religiously aligned ownership groups, several
of which mandated that a certain number of board members were ordained
members of the denominational or congregational ownership group, whereas,
MHS respondents were drawn from secular public sector organisations.
Personal values are reported in the literature to be influenced by religiosity. In this
study religious affiliation is identified as a demographic factor which influences
survey respondents’ value prioritisation. The representation on a board of
members with different religious belief systems is therefore an important
consideration as directors with varied affiliations potentially bring different value
priorities to board decision-making.
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Personal values are also reported in the literature to be influenced by educational
attainment. Educational qualification reported by respondents ranged from
secondary school to doctoral qualifications. Some 77% of respondents held
tertiary qualifications, with the most frequently reported award being at the
bachelor level (47%). This result may reflect the fact that qualifications related to
professional practice (for example law, medicine, accounting) are awarded at the
bachelor level. That the comments made by directors at interview regarding the
influence of educational experiences were noted to relate to the type of
experience, the influence of mentors and course content rather than the actual
level of attainment was noteworthy.
Respondents held professional qualifications across 11 disciplinary categories, the
most frequent being law (23%). Notably, 77% held their principal qualification in
non-health related disciplines whilst 23% held health related discipline
qualifications. Respondents’ main area of professional experience was reported as
being in eight different areas, with the health sector (33%) the most frequently
reported, followed closely by commerce (20%) and law (17%).
In the first instance these results highlight that respondents are drawn from a range
of discipline areas. This result is consistent with directors’ comments regarding
board recruitment and selection ‘skill mix’ strategies that seek to draw together a
group of individuals who bring a breadth of expertise and experience. Additionally,
the results suggest that whilst respondents’ principal qualifications may have been
attained in non-health related disciplines, health sector experience may
subsequently be acquired via sub-specialisation or work conducted in the area.
Frick (1995), Lawrence (1997) and Rowe and Boulgarides (1992) contend that
personal values may be influenced through professional acculturation. Yet
Middleton (1987, p. 148) cautions that even when members are drawn from varied
professions, board selection processes may “facilitate homogeneity board
composition and outlook” due to the similarity of members social group identity,
cultural association or socio economic status. It is notable then that whilst
respondents come from varied professions the cultural heritage of respondents is
strikingly homogenous. Comments from directors about the ‘tribal’ (D13) nature
and observed alignment on certain issues of board members from specific
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professional groups (D15) lend weight to the possibility that professional
association may well play a role in influencing directors’ personal values.
Personal values are reported in the literature to be influenced by political
affiliation (Devos, Spini & Schwartz, 2002; Schwartz, 1992). It is noted that due
to Deakin University Human Research Ethics Committee requirements it was not
possible to ascertain from a respondent their political party preference. Hence the
influence of political affiliation in line with identified Australian political party
preference on personal values could not be directly evaluated. The question as
subsequently asked, however, provided insight into respondents’ views on the
distribution of resources. Respondent preference for political dimension 2a was
77% and 2b was 20%. Hence respondents’ demonstrated a distinct preference for
dimension 2a that referred to the equality of individuals, mutual responsibility and
the distribution of resources on the principles of equality and need.
Value priorities
Individuals have personal value priorities which can be measured (Braithwaite &
Scott, 1991; Sarros et al., 1999; Schwartz, 1992) and which are subject to the
influence of demographic and experiential factors (Rowe & Boulgarides, 1992;
Hall, 1995; Harris, 1990; Schwartz, 1992).
Values researchers Schwartz and Bardi conducted a pan-cultural study that
analysed the personal value priority data of individuals drawn from 63 nations.
They found that “beyond the striking differences in the value priorities of groups
is a surprisingly widespread consensus regarding the hierarchical order of values”
(Schwartz & Bardi, 2001, p. 268). The study revealed that whilst there are
differences in the importance attributed to specific values by individuals and
groups across nations, a similar pattern, a pan-cultural normative baseline, exists.
The ten universal primary motivational types follow a pattern: benevolence, selfdirection and universalism values are the most important; stimulation, tradition
and power are the least important; and security, conformity, achievement and
hedonism fall between these two groups. Whilst some variation in the order was
reported, benevolence, considered by Schwartz and Bardi (2001, p. 281) to be of the
utmost importance pan-culturally’ consistently emerged first, whilst power
consistently came last. Universalism values, while rated high in the hierarchy, are
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considered to be less important than benevolence values which are deemed critical
to “cooperative and supportive social relations” (Schwartz & Bardi, 2001, p. 281).
The notion of overarching pan-cultural values is notable particularly in light of the
opinion expressed by many directors that whilst there are discernable differences
in the value priorities of individuals, the values held by directors were for the
greater part more similar than dissimilar. Directors also identified that they
considered the environment in which individuals operated played an important
role in facilitating or hindering the expression of individuals’ value priorities.
All survey respondents ranked the representative value equality (which resides in
the self-transcendence higher order value type) first and the representative value
social power (which resides in the self-enhancement higher order value type) last.
Similarly, all respondents’ higher order value rated mean scores revealed they
consider self-transcendence values (in which individuals are motivated to
transcend selfish concerns and promote the welfare of others) as the most
important and self-enhancement values (in which individuals are motivated to
enhance their own personal interests even at the expense of others) as the least
important guiding principles in their lives. Thus both the ranked and rated results
revealed that directors placed values in the self-transcendence domain first and
self-enhancement domain last.
That self-transcendence values were ranked and rated most highly was not
unexpected, since in open survey and interview responses directors voiced such
motivations time and time again. Directors spoke of their service, stewardship,
philanthropic activity, public responsibility, educating the next generation, their
concern for the patients, the staff, and the hospital, and working for the benefit of
these. One director summed up such motivation stating ‘my values lean toward
the broader ‘social good’ rather than benefits to me as an individual’.
The result is also consistent with interview responses in which directors spoke of
making decisions in which they place the importance of in principle health service
provision to the community above the risk of conflict with other directors,
stakeholders or indeed the loss of their directorship position.
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The results support Schwartz’s structural relations model (Figure 3.1) in which the
self-transcendence

(promoting

collective

interests)

and

self-enhancement

(promoting individual interests) higher order values form an opposing bipolar
dimension relationship (Schwartz & Boehnke, 2004). Indeed, the two higher order
value types are determined to have a conflicting relationship (Appendix 3.10)
because the acceptance of others as equals and the concern for their welfare
interferes with the pursuit of one’s own relative success or desire to dominate
others (Barnea & Schwartz, 1998; Schwartz, 1992; Schwartz & Sagiv, 1995).
For the higher order value dimensions directors’ self-reported ranking results
reflected those obtained with the Schwartz Value Survey (1992) rating
procedure. This result appears to support the assertion that the use of ranking or
rating assessment procedures have little effect on the results obtained (Feather,
1973, p. 221).
However, whilst the higher order level results were reflective of each other when
the ranked and rated results were evaluated further, some differences between the
PNP and MHS respondents were revealed at the primary motivational value and
representative value item levels. Such results were especially interesting in light
of the interview responses from directors that put forward the view that, whilst
there may be differences in value priorities between individuals and groups, they
considered the core values held by individuals to be essentially the same.
Ranked results
When considering the ranked and weighted ranked responses for all survey, PNP
and MHS respondents it is noted that the values identified as being the most
important guiding principles (i.e. equality, honesty and social justice) are located
in primary value types (universalism, benevolence) that reside in the selftranscendence higher order type. However, the values meaning in life and being
healthy reported by PNP respondents do not. Meaning in life resides in the
primary motivational spirituality domain (which is seen to also conflict with self
enhancement values) and being healthy in the security domain.
Similarly, when considering the ranked and weighted ranked results for all survey,
PNP and MHS respondents the values selected as being the least important
guiding principles (i.e. social power, preserving my public image, being selfChapter 7 Page 241

indulgent and wealth) are located in primary value types (power, hedonism)
which reside in the self-enhancement higher order type. However, the values
being daring reported by PNP respondents and devout noted by MHS respondents
are not. Being daring resides in the stimulation primary motivational domain
whilst devout is in the tradition domain. This result continues to reflect the pancultural ordering suggested by Schwartz and Bardi (2001) that posits security
values being situated higher than stimulation and tradition power values. Given
that meaning in life was the value item ranked most important by private sector
directors, inclusion of the spirituality primary motivational type in personal value
evaluation would appear of value, as is the case in this study
Rated results
Higher order value type rating
All survey respondents rated self-transcendence values first and self-enhancement
values last. The rating of self-transcendence values first is consistent with the results
obtained by Sarros et al. (1999) in a study that used the SVS (1992) to explore the
values of Australian senior executives. The rating, however, of self-enhancement
values last is not, as these values were rated higher by the executive group.
Primary motivational value type rating
The 11 primary motivational value dimensions mean score ratings for all survey
respondents revealed benevolence values are the most important and power values
the least important. This result echoes the pan-cultural ordering of value types
obtained by Schwartz and Bardi (2001) in which benevolence was rated first and
power last.
Benevolence values were also rated first and power values last by the PNP
respondents. The benevolence value domain relates to the preservation and
enhancement of the welfare of people with whom one is in frequent personal
contact, arguably an important value set for individuals serving in the healthcare
sector. That two of the top three representative value items selected by this group
as most important, honesty (first) and responsible (third), reside in this domain is
of note.
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MHS respondents however rated universalism values first (with benevolence rated
second) and power values last. The universalism primary motivational value type
includes two of the top three representative value items, social justice (first) and
equality (third), chosen by public sector directors as the most important guiding
principles in their lives.
The rating of universalism values first by the MHS respondents differs from the
hierarchical position suggested by the results of Schwartz and Bardi’s (2001) pancultural study in which benevolence was the value rated most important, with selfdirection and universalism tying at second and third position.
The universalism value domain relates to understanding, appreciation, tolerance
and protection for the welfare of all people, values seemingly aligned with the
tenets of public health. Interestingly, responses provided by MHS respondents as
to how their values relate to their decision-making in their directorship role made
active reference to values such as equity, advocacy and social justice.
There is a marked difference in the rating of universalism values between PNP
respondents (rated sixth) and MHS respondents (rated first). For all other primary
motivational value types the difference in ratings between the groups is nowhere
as pronounced. Whilst this distinction in itself is interesting it is further underlined
by the fact that the PNP respondents result reflects that obtained by Sarros et al.
(1999) for Australian senior executives who similarly rated universalism sixth.
That the proportional representation of males in the Australian executive
population (91% male respondents) and PNP group (82% male respondents) were
more aligned than with the MHS group (31% male respondents) offers a point of
difference which may go towards an explanation. In this study sex is identified as
a demographic factor that influenced respondents’ value priorities. This result
then ought to be considered in light of the independent samples t-test, which
demonstrated a significant difference, and subsequent eta squared testing which
revealed a large effect in the magnitude of difference between the male and
female respondents for the social justice representative value item. Female
respondents considered the social justice value (correcting injustice, care for the
weak) to be more important than did male respondents.
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An additional reflection on this result comes as a result of a comment made by
Sarros et al. who state “the concept of universalism sits uneasily in the world of
business” (1999 p.108). The result may reflect the difference in the nature of the
boards that PNP and MHS directors serve as the funding and stakeholder positions
are quite different. Private non-profit organisations operate as businesses and whilst
technically ‘non-profit’ are nonetheless required to remain solvent, with any profits
acquired returned to operation of the business. As one PNP chair pointed out, nonprofit does not mean no-profit, and working toward the attainment of a profit is
viewed positively. PNP directors are answerable to the ownership (shareholder)
group and have authority to select services provided and thus patient populations
targeted. The mission of the organisation may direct that services are provided for
less fortunate members of the community, but the breadth of such service provision
is tempered by the need to remain financially viable.
Metropolitan Health Services on the other hand are government funded and retain
the assurance of government guarantee. As one director noted, virtually every
MHS in Melbourne was ‘in deficit’ (D1). Indeed one MHS chairperson stated that
they knew services would not be closed down because of the assurance that ‘the
government will write a cheque’ (D18). MHS directors are directly answerable to
the Minister for Health, however there are numerous other stakeholders with
which they are obliged to engage. By way of being a public health provider,
operating under the direction of the Department of Health, directors have limited
input in determining the nature of services offered or control over the patient
populations provided for. The promotion of a social justice agenda is arguably
then well-aligned to the organisational and financial model and mandate of public
health provision.
The PNP and MHS respondent demographic profiles may also offer a potential
explanation on the rating of the universalism primary motivational values first by
MHS respondents. The social justice representative value item rated most
important by MHS respondents is located in the universalism domain (as is the
equality value item rated second). Three demographic factors, health sector
affiliation, sex and age were found to have a statistically significant influence on
individuals’ prioritisation of the social justice value item. Indeed respondents with
a public sector affiliation, who were female and who were younger rated this
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value as more important than private sector affiliated, male and older respondents.
In light of this the higher proportional representation of female and younger
directors who serve on MHS boards is of note.
A difference between the achievement value rating suggested by Schwartz and
Bardi’s (2001) pan-cultural study of sixth, and survey respondents overall rating
of second was also revealed. The rating of achievement by PNP respondents
(second) and MHS respondents (fourth) identified that each group attributed
greater importance to this value type. It is also of interest that PNP respondents’
rating of achievement values (higher) and universalism values (considerably
lower) than the pan-cultural order was similar to the Australian executive study
results obtained by Sarros et al. (1999) in which executives rated achievement
first and universalism sixth.
It is notable that whilst both PNP and MHS sector respondents rated hedonism
(tenth and ninth respectively) and power (eleventh) which reside in the selfenhancement higher order value domain lower, each rated achievement (second
and fourth respectively) which also resides in the same higher order domain
markedly higher. This suggests that achievement values (for example, being
ambitious, influential, successful, capable and intelligent) are viewed in a positive
light and are of considerable importance to directors. Alternatively, power and
hedonism values are viewed less favourably and are not considered important
guiding principles in directors’ lives.
These results may go some way toward explaining power, which relates to “the
attainment or preservation of a dominant position in the general social system”
(Sarros et al., 1999, p. 93) being rated last, a situation which at first glance
appears incongruous given directors arguably have social recognition and
authority, hold significant social power and that the maintenance of public image
in such a role is important. As discussed in Chapter Three, Schwartz (1992)
argues that achievement and hedonism are compatible value types because both
are concerned with self-indulgence, and that achievement and power are
compatible because both emphasise social superiority and esteem. Survey
respondents’ ratings, however, call into question these compatibilities and suggest
rather that directors view these value sets as being distinct and less aligned than
suggested, and that achievement values that relate to “personal success and selfChapter 7 Page 245

esteem through demonstrating competence according to social standards” (Sarros
et al., 1999, p. 93) are held in substantially higher regard as guiding principles in
directors’ lives.
The rating of achievement by PNP and MHS respondents in this manner also pose
a challenge to the value set conflicts proposed by Schwartz (1992) in which
universalism and benevolence are posited to be in conflict with achievement and
power. In this instance achievement is rated substantively higher by both PNP and
MHS respondents and thus is closer to benevolence and universalism than to
power, which appears to contradict the conflict pattern. The survey response
findings are therefore better considered in terms of the later pan-cultural order
findings of Schwartz and Bardi (2001).
This situation also holds for survey respondents’ rating of spirituality. Spirituality
values are proposed by Schwartz (1992) to be in conflict with hedonism, power,
and achievement values. The ratings by PNP respondents and MHS respondents
of spirituality (third and fifth respectively) and achievement (second and fourth
respectively), as opposed to hedonism (tenth and ninth respectively) and power
(both eleventh) contradict the suggested conflict between spirituality and
achievement. Regrettably, as spirituality values are viewed as being culturespecific these were not evaluated in the Schwartz and Bardi (2001) study and
cannot therefore be commented upon in terms of a pan-cultural order.
As identified in Chapter Three numerous values studies have used the SVS (1992)
to evaluate personal values, and depending on the research setting and population
under exploration, some have chosen to include the spirituality values on the
instrument and others have elected not to. Given the clear importance attributed to
the spirituality PMVT values (a spiritual life, meaning in life, inner harmony and
privacy) by both PNP and MHS respondents as inferred from the ratings I view
the inclusion of these values in the evaluation of directors’ personal values in this
study to be worthwhile and in hindsight the correct decision.
Representative value item rating
Examination of the higher order value type (HOVT) and primary motivational
value type (PMVT) results revealed a number of differences between PNP and
MHS respondents’ value priorities and the results reported in other studies.
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Survey respondents’ ratings of the representative value items (RVI) similarly
reveal some noteworthy differences.
The RVIs rated highest by all survey respondents (first, second and equal third)
reside within the benevolence, universalism and security PMVT. The RVIs rated
least important reside in the hedonism and power PMVT, in line with the expected
pan-cultural pattern.
It is not exceptional that the RVIs family security (rated third) and being healthy
(rated equal third) should be important to directors, but, it is notable that the
earlier evaluation of the HOVT and PMVT did not highlight the level of
importance of these values for directors. Indeed, ratings for the PMVTs security,
conformity and tradition were unremarkable and in line with the suggested pancultural orders. This suggests that when given the opportunity to consider all
values equally and to rate them, certain values are clearly distinguished as being
more important than others even in the same HOVT. That these two values appear
to relate to both collective (family) and individual (being healthy) interests is
notable given the placement of security on the relations model by Schwartz and
Bardi (2001). The results are similar to those attained by Sarros et al. (1999, p.
115) who reported that the two values rated most important by Australian
executives were family security (first) and being healthy (rated second).
Each of the values rated most important (first to equal third) by both PNP and
MHS respondents (other than the being capable value identified by MHS
directors) – reside in the benevolence, universalism and security domains. The
being capable RVI resides in the achievement PMVT. This result again
demonstrates that certain values located in the self-enhancement higher order type
such as being capable (and other values in the achievement domain) are perceived
by respondents to be important as life-guiding principles whilst others are less so.
Hence it appears that a distinction is made by respondents between ‘positive’
achievement-oriented self-enhancement values and ‘negative’ hedonistic and
power-oriented self-enhancement values.
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Each of the values rated least important (first to equal third) by both PNP and
MHS respondents (other than the being devout value identified by MHS directors)
– reside in the hedonism and power domains. The rating by MHS directors of
being devout as one of the least important values is interesting by virtue of the fact
that this value was prioritised in a statistically significant manner relative to a
number of demographic factors that included health sector affiliation (mean score
PNP 4.00 and MHS 1.92), age (mean score older respondents 4.12 and younger
respondents 1.72), and religious belief (mean score religious 4.20 and nonreligious 1.00). It is of note then that MHS board participants were younger and
reported being less religious than the PNP participants. This result also possibly
reflects the religious affiliation or secular alignment of the boards respondents
choose to serve and the personal preferences demonstrated through service on one
or the other.
This difference between the two groups is also worthy of comment in light of the
similar mean rating of the cultural a spiritual life value by each group (PNP 3.82)
and MHS (3.23). On the basis of these ratings it would appear that respondents in
this study view the devout (holding to religious faith and belief) and a spiritual
life (emphasis on spiritual not material matters) values as quite distinct. That
Australian executives drawn from a broad sample of organisations and surveyed
by Sarros et al. (1999, p. 115) rated devout least important and a spiritual life
second least important offers a point of contrast to the results obtained in this
study. Suggesting that directors who serve on boards of organisations with a
clearly stated religious affiliation may seek to do so as they perceive an alignment
between an important personal value and the organisational values, and, an
opportunity to give expression to such values through their service.
Whilst acknowledging the small sample size used in this study to obtain the
ranked and rated data the findings revealed are nonetheless of importance. The
ranked and rated higher order value results support the motivational structural
relations model. The pan-cultural order was supported for the most and least
important PMVT reported by all respondents and the PNP respondents. However,
the rating of universalism by MHS respondents challenges the proposed pancultural order. Therefore this study has revealed a difference in the ordering of
benevolence relative to the asserted pan-cultural profile and yielded a result which
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shows a difference in the importance attributed by MHS directors to universalism
values over benevolence values. The implication of this result is that while both
PNP and MHS directors will make decisions from a perspective that is concerned
with the enhancement of others, MHS directors would take a broader view toward
enhancing the welfare of all others.

Research approach two discussion
The second research approach sought to describe acute health sector governing
board director selection, induction and performance evaluation processes, and to
explore directors’ experiences of the use of personal values identification in each
of these processes.
The importance of personal-organisational values congruence is discussed
extensively in the values literature. Wiener (1988, p. 541) asserts that three main
functions must occur to maintain an organisation’s value system, the shared
values of the organisation’s members. These functions are: the identification of
prospective members predisposed to adapt to the organisation’s culture; the
transmission of core organisational values to new members; and the support and
renewal of the existing value system.
Arguably the first function can be achieved through the recruitment and selection
process, the second through the induction process and the third is potentially
facilitated by each of the recruitment and selection, induction and performance
review processes.
In an organisation the social function of values can be argued to be the motivation
and control of members in order to promote co-operative relations, motivate
individuals in the performance of their roles and provide an opportunity to meet
self-expressive needs. To this end, leaders invoke values to define appropriate
behaviours, and make demands of and elicit desired behaviours from group
members. However this requires the desired values to be internalised by
individuals and for the values to serve as behavioural guides (Schwartz & Bardi,
2001, pp. 280-281). Human resource processes are viewed as vehicles for
transmission to individuals of an organisation’s values and culture (Mason, 1996,
p. 121). Values acquisition and internalisation are proposed to occur thereafter as
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individuals adapt to the practices and norms they encounter in the organisation
(Schwartz & Bardi, 2001, p. 280).
Given that directors are charged with the guardianship of their organisations’
values it would seem imperative that they are both aware of, and feel a clear
personal alignment with, the values of the organisation they serve. To this end
human resources processes can be used to provide an opportunity to increase a
director’s personal and organisational values awareness. Specifically, the
recruitment and selection, induction and performance review processes offer
points at which organisational values can be communicated to a director and at
which a director can reflect on their personal alignment with such values.
These processes are posited by Posner and Schmidt (1993) to facilitate not only an
understanding of the position and one’s performance in the role, but also of the
organisation’s values, and should thereby enhance adjustment to the position,
subsequent satisfaction and organisational commitment by an individual.
The results of this study suggest that the importance attributed to and the manner
in which these processes are conducted varies considerably between respective
Melbourne metropolitan hospitals. Fundamental differences in the processes used
were revealed to exist not only between public and private sector organisations,
but also between organisations within the same sector and in some instances even
in the same organisation depending on the time and circumstance of the
appointment. The use of personal values evaluation in each of these processes also
differed appreciably. The results are now discussed.
Recruitment and selection
Directors from private organisations reported recruitment through word of mouth
and networking by either the whole board or a small recruitment committee. A
personal approach and invitation is extended to one or more selected individuals
to meet with the chairperson in the first instance and thereafter attend an interview
with an identified selection panel (which variably comprised the chairperson,
selected board members and Chief Executive). Formal and informal social events
(such as luncheons and cocktail parties) were also used to allow board members to
meet with potential candidates.
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The active involvement of the chairperson in selection, approval and final
appointment was consistently reported. Ownership groups, often with the
consideration and inclusion of board member input, determined selection criteria.
Board member selection criteria were also noted in some organisations to be in
part dictated by legislation. Following the chairperson’s recommendation,
ratification by the ownership group and an offer of appointment was extended to a
selected candidate.
Directors from public organisations in the majority of instances reported
recruitment was through an open call via published advertisement that sought
written applications, which were evaluated by staff from the Department of
Human Services. Directors identified that they had requested appointment to
either a specific MHS board or to any MHS board on the application. Directors
variably reported participating in an interview. Interviews when conducted were
variously with a chairperson, a chairperson and department representative, or
department representatives.
Metropolitan Health Service chairpersons reported varied levels of input into the
directorship selection process with some noting active involvement and others
perceiving they had very little if any input to the selection of directors ultimately
appointed to the board. Despite direct requests, and recommendations arising from
process reviews, several chairpersons identified this as an area that offers an
opportunity for improvement. The Department of Human Services determined the
selection criteria but in some instances additional input was sought from
chairpersons regarding skills sets they perceived the board would benefit from
incorporating. Members of the Department finalised a short list of director
applicants for approval and final appointment by the Minister. In respect to the
appointment of Chairs final approval was made by the Minister in consultation
with Cabinet members.
Directors confirmed that selection criteria in private organisations were
determined by the ownership groups in line with any overlying legislative or
ownership representational requirements and in public hospitals by the
Department of Human Services.
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Directors were also asked to identify what they personally considered were the
most important selection criteria for board membership. The factors reported by
directors were seen to fit into two categories, tangible ‘hard’ factors and
intangible ‘soft’ factors. Often in responding directors referred to both types of
factors, highlighting an ‘intersection’ of these criteria in their considerations.
Tangible factors identified included a candidate’s personal skills and experience.
The main selection criterion identified by private and public sector directors was
that the candidate had a skill perceived to be needed by the board. Directors
reported the use of a skills identification or skills matrix approach with both
specific and generic skills identified as selection criteria.
Directors also identified individuals’ profiles and career background and
experience as being important considerations in selection. The informal ‘asking
around’ about an individual’s personal and professional conduct was remarked
upon particularly by private sector respondents. Indeed, an individual’s conduct
and participation in various activities was regarded as being indicative of their
personal values.
Another tangible factor identified by directors was the prospective candidates ‘fit’
and ‘balance’ with the board in terms of membership diversity. Directors noted
the requirement to be mindful of representation with regard to factors such as the
gender and age and balance particularly in respect to the number of individuals
drawn from a given professional group.
Intangible factors included candidates’ personal presentation (presentation at
interview, comfort in social settings with other board members) and personal
attributes. Attributes such as honesty and integrity were noted to be especially
important as were commitment and competency. It is interesting to note that these
attributes align directly with identified personal values such as being honest, loyal
and competent. Again the term “fit” was applied but in a different context with
directors considering the interpersonal dynamics of the board, the culture of the
board and whether the individual was suitably aligned. Chairpersons and directors
from PNP boards invariably made reference to the need for a prospective member
to have personal values which were aligned with those of the organisation and to
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knowingly agree to uphold the values of the organisation in accepting a
directorship appointment.
The results of this study identify that both PNP and MHS directors generally
viewed specific skills and experience as being the most important criteria in
director selection. The skill requirements at any given point were noted to vary in
line with current board member skill sets. Interpersonal skills and personal
attributes (reflecting in many cases personal values) as being important but
considered secondly.
These results differ from the findings of Steane and Christie’s (2001) Australian
non-profit board study that reported respondents prioritised broad-based skills
ahead of specific skills and those of the American Hospital and Ernst & Young
(1997, p. 44) governance survey that reported board chair and Chief Executive
respondents considered candidates having “values consistent with the hospital”
most important.
Recruitment and selection procedures can direct the selection of individuals on the
basis of their perceived values alignment (McDonald & Gandz, 1992; Hall &
Joiner, 1992). Individuals may be selected to service by their peers on the basis of
their perceived congruence with the shared values held by the group (Wiener,
1988, pp. 541-543; Posner, Kouzes & Schmidt, 1985) and or stated organisational
values (American Hospitals Association and Ernst & Young, 1997, p. 63; Rowe et
al., 1994, p. 87).
The potential value of the use of individual values identification in recruitment
and selection has been raised (McDonald & Gandz, 1992; Hall & Joiner, 1992).
Certainly, directors identified that direct questioning was used to seek explicit
information from prospective candidates regarding their personal values, and their
perception of the alignment of their personal values with those of the organisation.
Indirect value evaluation strategies were also reported by directors as being used
in the selection process and included using implicit questions at interviews and in
social gatherings, intuitive insight and unstructured observation. The suggestion
by McDonald and Gandz (1992) that organisations buy-values using soft intuitive
techniques to identify personal-organisational values congruence is supported by
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my results. There were nonetheless differences in the use of these approaches
between private and public hospitals.
The importance of personal values evaluation in the recruitment and selection
process by non-profit ‘values expressive’ organisations was strongly supported by
the study results. Chairpersons and directors serving private non-profit
organisations reported that they actively seek and select individuals they consider
to have values congruent with those of the organisation. In some acute health
sector organisations this is an openly acknowledged part of the process clearly
stated in recruitment and selection procedure documentation.
Organisational values were clearly identified in documents provided prior to and
after interview for consideration by the candidate. Additionally these were raised
for discussion and clarification at formal or informal selection interviews with the
individual. A mixture of direct approaches, for example direct questioning of the
applicant by the Chair or selection panel or seeking information from referees or
colleagues, and indirect approaches, for example the perception of responses to
questions and intuitive ‘feel’ were reported to be used to evaluate an individual
candidate’s personal values.
Alternatively it was noted in the MHS process that directors clearly could not be
considered for their potential fit with specific services values because of the open
application and placement process. Rather they considered themselves to be
aligned with the values congruent with public health sector service provision.
Several directors commented that they perceived questions on the application
form and during interviews that related to their views on public health and public
health principles explored potential personal-organisational values alignment.
Comment was made though that applicants could elect not to serve on the board
of a MHS hospital which offered services considered unaligned to their personal
values set (e.g. termination of pregnancy).
It is suggested that individuals prefer to serve organisations (Hall, 1995, p.3) and
to associate with individuals (Tsui & O’Reilly, 1989) which they perceive espouse
values congruent with their own, and motivation for service with a specific
organisation is reported to be influenced by an individual’s sense of fit with the
organisation (Lawrence, 1997, p. 146). It is of note then that despite the apparent
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difference in the use of values clarification processes in the two sectors directors
identified that their personal values and those of the organisation they served were
for the most part aligned.
Non-executive directors may be selected on the basis of perceived community
leadership and interest in the organisation (Mason, 1996, p. 37). This would
appear to be the situation in the private sector where directors are ‘sought out’ on
the basis of identified skills, experience and profile, and in the public sector where
directors ‘opt in’ and are thereafter similarly chosen. Many directors participating
in this study were high profile individuals who identified that they had an interest
in healthcare for either or both personal or professional reasons and were therefore
interested in serving on a hospital board.
Mason (1996) asserts that an individual’s motivation for service may come from
family tradition, fulfilment of religious service or perception of making a
contribution to society. Directors clearly identified such factors as influencing
their service motivation. Several directors spoke of the role their family
upbringing or specific family members had played in forming their service views.
A number of directors were clergy or members of religious orders. Many spoke of
viewing their service from an altruistic perspective, clearly finding through their
service an opportunity to satisfy a personal values expressive need.
A number of PNP and MHS directors made comment that the remuneration
received for their service was very modest in comparison with private corporate
sector directors. Whilst a handful of directors interviewed reported their fees
formed a component of their primary income, the majority of directors reported
they viewed their service in a philanthropic capacity, receiving no fees whatsoever
or noting that the fees received were substantively less than they would realise if
undertaking other work. Some directors reported returning any fees received to
the organisation in an added gesture of altruism. Hence financial motivation was
not perceived as a significant service motivation.
The survey results provided insights into the conduct of recruitment and selection
procedures. Fewer than half of the respondents reported participating in a
selection process. This result proved surprising and in reviewing the health sector
affiliations of respondents raised the possibility that some private sector
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respondents did not perceive that the processes they had engaged in (personal
invitation, discussions with the Chairperson and Chief executive) were part of a
formal selection process.
Of those respondents identifying that they had participated in a selection process
approximately three quarters reported that their personal values were identified
during the process, with private and public sector respondents equally reporting
this was a component of the process.
The results revealed different personal values evaluation methods were used in
director selection processes in the main though evaluation was predominantly
confined to highly personalised, informal approaches such as one to one or
selection panel discussion. In a sole instance formal evaluation was reported by a
director to be conducted via the additional use of a (unspecified) personal values
questionnaire.
This result highlights an ‘in practice’ dichotomy: that despite a plethora of
existent personal values measurement instruments identified in the values
literature, some of which are arguably context appropriate, readily accessible,
have verifiable reliability and widespread academic recognition, such instruments
are not being used to evaluate candidates’ personal values priorities during the
selection process in this director population.
Thus it would appear that opportunities presently exist for a personal values
questionnaire to be utilised as a component of the board selection process.
Offering a formal method of identifying personal values deemed important to the
candidate, offering insight into potential personal and organisational value
alignment and presenting a valuable values clarification opportunity for both the
candidate and selectors.
Organisational values identification at selection
Only half of the respondents surveyed reported that the values of the organisation
were identified to them at the time of their selection. Of these 80% served PNP
boards and 20% served MHS boards thereby demonstrating a marked difference
in the identification of organisational values to private and public sector director
candidates. This result is somewhat surprising as it would be expected that
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communication of an organisation’s values would be an essential component of a
selection process.
This result raises issues about how candidates consider and decide upon their
personal values alignment with the prospective organisation if they are not
advised of an organisation’s values at the outset, and the perceived importance by
PNP and MHS organisations of relating these values to directorship candidates.
The result is also surprising given that 83% of respondents (64% of whom served
PNP boards and 36% MHS boards) reported they considered the stated values of
the organisation in making their decision to accept their directorship appointment.
This result indicates that a substantive proportion of respondents felt consideration
of the organisation’s values was important in deciding to accept their directorship
appointment. The proportion of PNP respondents indicating they took the
organisation’s values into consideration was thought to reflect the number of PNP
directors who identified the organisation’s values were communicated to them
during the selection process. However, as just under half of all respondents
reported the organisation’s values were not identified at selection it is unclear how
they proceeded to consider these, and raises the question whether directors
independently sought out this information as part of their due diligence
considerations. That organisational values were noted to be communicated
subsequently at the commencement of their directorship by 63% of respondents
(63% of whom served PNP boards and 37% MHS boards) was interesting.
Wiener (1988, p. 541) argues that an individual is more likely to adopt the value
system of an organisation when the degree of congruency between their core
values and those of the organisation is high. Hence it is important to allow
directors the opportunity to evaluate their level of personal-organisational values
congruence prior to accepting a directorship position.
It would appear that current selection processes do not impair personal and
organisational values congruence despite apparent differences in the identification
of an organisation’s values to prospective directors during the selection process.
That 97% of respondents reported they had a personal-organisational values fit
and considered their personal values were aligned with those of the private or
public health organisation they serve was notable. This result is particularly
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notable in light of the substantive differences observed in acute health
organisations’ values statements. The question as to whether there are overarching
health sector values that directors identify with is raised – that there may be as
Weiner (1990) suggests ‘motherhood’ values in the health sector to which
directors relate above and beyond individual organisational values. That so many
respondents in this study reported they had a sense of personal values alignment
with the values of the organisations they served appears to support the notion that
individuals have a preference for working in organisational settings with which
they feel a sense of values congruence.
Induction
Directors reported considerable variation in the conduct of induction programs.
Just over half of the survey respondents reported participating in an induction
program, and of these just over half perceived that their personal values had been
identified as part of this process. The results revealed that directorship candidates’
personal values are identified by organisations in both the private and public
sectors as a component of the induction process. That 89% of respondents
reported personal value evaluation was via one to one discussion again
emphasised the highly personalised nature of evaluation methods used.
Directors reported differences in program conduct and content across sectors and
between organisations in the same sector. Even within a given organisation and
time period individual experiences varied due to the timing and circumstances of a
director’s appointment to the board. Induction was compulsory in some but not all
organisations.
Directors reported varied induction process experiences (e.g. meetings with
Chairperson and other board members, meeting with senior executives, tours of
facilities, supply of and type of documentation presented for review prior to
commencement or upon commencement). Whilst some directors considered
participation in a board induction program to have been of benefit, others were
highly critical of the timeliness, format and content of the program presented and
the value gained from participation. Directors across both sectors reported they
considered that current processes could be enhanced and in some instances felt
there was a requirement for substantive improvement.
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Directors from one organisation only noted that they held an annual retreat at
which the values and mission of the organisation are actively discussed as a part
of the program. The benefit of participation in this program for new directors was
identified, however, due to the timing of the retreat and director appointments it
was not usually possible to use this values clarification opportunity specifically
within the induction framework.
Given that governance and values literatures identify induction as a point at which
personal-organisational values alignment can be strengthened it is surprising that
the findings revealed approximately half of the survey respondents did not
participate in a program and of the respondents who did participate in a program
approximately half were not provided with an opportunity to consider their
personal values. Given the leadership role held by directors it would appear
important that they be consistently afforded the opportunity to reflect upon the
alignment of their personal values with those of the organisation in a formalised
manner and that opportunities to improve in this respect clearly exist.
Additionally, the views voiced by directors regarding the inconsistent conduct of,
timeliness and quality of the content of director induction programs highlight this
as an area which offers marked opportunities for improvement.
Performance review
Directors reported considerable variation in the conduct of board performance
evaluations in Melbourne metropolitan acute health sector organisations in respect
to frequency, process and performance criteria. Variation was reported across
sectors and between organisations in the same sector.
Approximately two thirds of survey respondents reported participating in a
performance review, half from private and half from public boards. Of these 39%
noted that their values were evaluated as part of the process and for the majority
this was again by informal one to one discussion, usually with the chairperson.
One respondent indicated their personal values were evaluated using an
(unspecified) personal values questionnaire.
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That just over a third reported they had not participated was remarkable given the
importance of performance review in enhancing director and board performance
identified in the governance literature. Indeed, Australian directors report specific
benefits include improved board performance, increased awareness of board
responsibilities and of particular note improved decision-making (PRO:NED,
2006, p. 18-19).
Personal values declared by a candidate at selection were not viewed as a
guarantee of aligned behaviour. Due diligence during the selection process of the
personal and professional history of a candidate was noted to assist in evaluating
the substance of a candidate’s professed values. Directors indicated that time was
required to evaluate the congruency of stated values and demonstrated board
conduct. Hence personal values alignment with the values of the organisation
should be supported and reinforced through the performance review process.
Notably, directors reported that they perceived that their personal values were
actively evaluated in an ongoing manner through their personal conduct and
performance of their role. With respect to whole board review processes,
respondents from one board noted that at an annual retreat values were actively
discussed by board members in the formal review of whole board performance
and the alignment of the board’s strategic aims to the values of the organisation.
Current opportunities to enhance and develop director capabilities
A Governing Board whilst, operating as a collective, is only as effective as the
composite capabilities of all of its members (Allday, 1997). Allday (1997)
identifies a number of capabilities considered significant to the performance of all
governing boards a number of which are of particular relevance to this study and
include; a) developing people capabilities (leadership), b) cultural capabilities
(teamwork), c) strategic capabilities (clarity of vision and strategic thinking) and
d) operational capabilities (analysing situations and governance decision-making).
Each of these directorship capabilities is open to being enhanced through the use
of human resources processes. Specifically human resource process offer the
potential to enhance governance performance by promoting individual director
and collective board values clarity, and through an awareness of the influence of
values on individual and board decision-making outcomes.
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The board is the principal leadership group of an organization. If values are the
underlying concepts that guide an individual’s behaviour, we can seek to identify
and select individuals with those values we consider most closely align to desired
leadership behaviours. Sarros et al. (1999, p. 120) identified that transformational
leadership, in which “leaders engage in higher-level moral reasoning, demonstrate
greater integrity, are more successful at leading organizational ethical
turnarounds,

encourage

the

development

of

positive

ethical

climates,

institutionalize ethical practices, and foster corporate social responsibility”
(Johnson, 2015, p. 230) is linked to individual personal values such as
achievement, benevolence, self-direction (intellectual autonomy) and stimulation
(intellectual challenge).
It is therefore of note that directors in this study rated each of these primary
motivational values highly. Achievement was rated second by PNP and forth by
MHS directors, benevolence was rated first by PNP and second by MHS directors,
and self-direction was rated fourth by PNP and third by MHS directors. That
directors participating in this study rated these values highly is of interest and
raises the question as to whether individuals who hold such values are drawn to
seek leadership roles or whether selection processes actively promote the selection
of such individuals. Nonetheless processes tailored to facilitate the selection of
individuals who prioritise such values is seen to offer scope to further enhance
director selection.
As the principal leadership group the board is responsible for the strategic
direction of the organization, for formulating, promoting and delivering against a
strategic plan. Posner, Kouzes and Schmidt (1985) in considering the experiences
of successful organisations and their cultures demonstrated that clearly articulated
goals have a considerable impact on employees and organisational performance.
The results of their study highlighted the need for consideration by organisations
of how personal values and organisational values alignment could be effectively
facilitated.
It is posited that personal values clarity offers the potential to enhance individual
director decision-making and thereafter the collective board decision-making
performance. Indeed, Posner and Schmidt (1993) highlighted the significance of
personal and organisational value clarity in their exploration of how personal and
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organisational values influence decision-making. Additionally, teamwork is
arguably enhanced if all directors are clear about the vision and values that guide
their decisions and have a sense of values congruence between their personal
values those of their organisations and their board colleagues. The selection,
induction and performance review processes all offer scope to enhance a
director’s personal values clarity and to evaluate a director’s personal and
organisational values congruence and alignment.
Board performance evaluation should ideally be considered as a means of
identifying areas for potential improvement in the governance process, board
operations, and individual and team performance. Davies (1999, pp. 79-93) claims
that boards and organisations could only benefit from having an effective
performance review system in place, and engaging fully in the performance
review process to enhance governing board performance and outcomes.
While, historically the focus has been on individual performance, a shift in thinking
appears to have occurred which emphasises not only individual but also collective
team performance. Although the results of this study suggest an increasing
interest in reviewing the performance of individual directors and governing
boards in the health care sector the practice, processes, evaluation instruments
and measurement criteria used were highly varied. Authors such as Patrick
(1994) and Flanagan and Spurgeon (1996) note that performance review systems
need to be considered in terms of both the organisational fit and benefit, as well
as the individual participants’ interests and benefit.
There has been an apparent surge in the development of board performance
review instruments; however performance criteria against which individuals are
evaluated remain ill-defined due to limited evaluation and research into the
validity and reliability of instruments. Thus applicability of instruments to the
health care sector must also be considered.
In examining existing performance measurement instruments available in the
literature it was noted that a majority reflect only structural characteristics and
specific conformance requirements for board functioning. Instruments often failed
to show reference to any test of validity and reliability. No instrument was found
to include specific measurement of individual governing boards’ and members’
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values or performance in respect to their personal values and the influence these
have on strategic and ethical decision-making. Given the perceived importance of
values clarity and alignment to individual and whole of board performance the
researcher perceives an opportunity exists to contribute to a critical dialogue on
this emerging trend in the health care sector in Australia.
This study has identified a number of governance practice opportunities. These
include an opportunity to increase director awareness of the importance of
personal values in governance decision-making. An opportunity also exists to use
human resources processes to enhance director awareness of their personal values
and those of the organisation and further personal-organisational values alignment
and thereby governance decision-making outcomes.
The selection process initiatives identified following respond specifically to the
importance of values alignment in governance decision-making, values conflicts
reported in board decision-making and directors’ comments regarding
opportunities for improving current processes.
It is suggested that the following activities be undertaken during the selection
process: a) discussion with the candidate regarding the organisational mission and
values; b) discussion with the candidate regarding their perceived personal values
congruence with the organisational values and mission; and c) that there is active
involvement of chairpersons in the selection process.
Toward improving director role awareness and engagement in board decisionmaking the following activities, to be conducted during a formal Health Sector
Directorship Induction Program, are proposed. The program should comprise both
generic and organisation-specific components, be compulsory to attend and,
ideally provided to a director within three months of their appointment. The
content could be provided in various formats including group workshops, CD
presentation or board member manual.
The generic component should include: a) an overview of the contemporary acute
health sector including a discussion of contemporary trends, challenges and
opportunities; and b) an overview of the history of the health care system in
Australia and the origins of overarching health sector values.
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The organisation-specific component should include: a) a review of the
organisation’s governance framework, b) the organisation’s mission, values and
strategic goals; c) the mission and values of the organisation and the stewardship
role of directors in respect to these; d) ethical leadership: linking personal values
and organisational culture; e) governance decision-making: a director’s raison
d’être; f) director performance criteria; and g) the board code of conduct (code of
ethics).
These proposed induction process initiatives respond to the following issues
identified in this study:
a) the marked variability reported by directors in the conduct, content
quality and timeliness of induction programs;
b) the view by several directors that current processes afforded
considerable opportunity for improvement;
c) an identified need for sector-specific knowledge by directors from nonhealth services backgrounds and new directorship practitioners;
d) an identified opportunity to improve induction program quality through
development of a health sector specific focus;
e) an identified opportunity to enhance director satisfaction with and
performance in their directorship role through delivery of a timely and
informative induction program; and
f) the potential to enhance the mobility of the directorship population
between MHS services.
The induction program proposed aligns with:
a) Australian Stock Exchange Principle 8 which recommends facilitating
performance through “induction procedures designed to allow new board
appointees to participate fully and actively in board decision-making at
the earliest opportunity” (Australian Stock Exchange, 2003, p. 47);
b) calls for visionary board practice which recommend having a board
manual to describe major board functions and practices and a
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mentorship program for new directors (American Hospital Association
and Ernst & Young, 1997, p. 58);
c) the recommendation that board members are up to date on trends in
healthcare delivery (American Hospital Association and Ernst &
Young, 1997, p. 57); and
d) the inclusion of application-oriented knowledge in programs (Weiner,
1990, p. 5).
To further enhance personal and organisational values alignment and performance
a review process should be conducted annually and include (but not be confined
to) the following: a) self and peer evaluation of individual director performance in
terms of personal alignment with and promotion of the organisational values and
mission, and conduct with respect to an identified board code of conduct (code of
ethics); b) evaluation of board decision-making processes; and c) evaluation of
board decisions during the preceding 12 months with respect to upholding the
mission and values of the organisation. The performance review could be
conducted over a number of dedicated sessions, completed on a selected day, or
incorporated into a focused annual retreat program (in which the performance
review and annual strategic plan could be completed).
These proposed performance review initiatives respond to the following issues
identified in this study:
a) the very high level of variability reported by directors in the conduct
and content of performance review programs;
b) the view by several directors that current processes afforded
considerable opportunity for improvement; and
c) an opportunity to link key organisational values into performance
evaluation.
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The performance review program proposed aligns with:
a) Australian Stock Exchange Principle 8 which recommends board
performance should “be reviewed regularly against both measurable
and qualitative indicators” (Australian Stock Exchange, 2003, p. 47).

Research approach three discussion
Research approach three sought to explore acute health sector governance
frameworks that potentially shape the values context in which directors practice.
Case researchers need to approach a study with the expectation that some issues
and relationships will be of significance, yet appreciate that the significance may
vary from their initial expectation. That is indeed the situation in this study. The
anticipated use of governance theories and governance models to frame and
inform governing board and director practice was strongly challenged by the
results and thus highlighted an apparent dissociation between theory and practice.
The governance literature describes varied governance theories and models.
Respondents revealed that in practice acute health sector directors do not
articulate or conceive of their governance practice in terms of being framed by
specific theories or models. It is noted, however, that directors do describe their
practice using terms that align with such constructs.
Directors reported the non-utilisation of theoretical frameworks was related to a
number of issues. These included a lack of awareness of frameworks, limited ‘in
practice’ use of theoretical terminology even in instances where board
practitioners may conceive their practice to be in line with a particular position,
limited opportunity for discussion of frameworks, ascribed priority of such
discussion, the perception of the complex and academic nature of theoretical
frameworks and concern regarding the application in practice.
The structural model of a governing board dictates the director membership
profile through the selective inclusion of non-executive and/or executive directors.
Respondents identified the structural models of their boards as being either nonexecutive (private non-profit, private for-profit and public sectors) or unitary
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(private for-profit sector). Directors reported that the structural models were
dictated by parliamentary act or ownership group selection.
Notably, a number of private non-profit and public sector respondents reported the
participation of executives (for example the Chief Executive/Chief Financial
Officer/Chief Medical Officer/Chief Nursing Officer) as ‘in attendance’ members
at board meetings who would leave as required for ‘in camera’ sessions. Whilst
only the non-executive board members were formally recognised for decisionmaking purposes (consensus decision-making and voting) the active involvement
of executives in discussions and hence potential influence on the decision process
is unclear. This would suggest that for some boards in the private non-profit and
public sectors a non-executive board structural model is in effect operative.
Most directors indicated that they were unfamiliar with process models such as
the Tricker or Carver model. Only three directors made reference to the Carver
model (Carver, 1997) that specifically requires a board to articulate its values into
governance processes. One expressed a personal dislike of the model, one noted
an awareness of but had not used the model, and one identified that some board
documentation had been developed based on aspects of the model.
Whilst interview respondents reported they did not use any particular theory to
frame board practice, the survey results identified that the majority of directors
perceived the role of the PNP or MHS governing board they served as being
aligned with the stewardship (87%) and stakeholder (10%) theoretical
frameworks. These results are in line with the prediction that the stewardship and
stakeholder theoretical constructs more closely reflect of the role of PNP and
MHS boards.
Stewardship theory identifies that the role of the board is to contribute to the
overall stewardship of the organisation (Hendry & Kiel, 2004, p. 503) and by
implication forward the values and mission of the organisation. Stakeholder
theory identifies the role of the board as being the inclusive pursuit of stakeholder
interests. Only one director surveyed identified their view on the role of the
governing board aligned with agency (shareholder) theory, despite this being
identified by researchers as a model relevant to contemporary Australian health
sector organisations (Steane & Christie, 2001).
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Viewing the board role in terms of stewardship may offer a position from which
directors can manage the diversity of stakeholders within the acute health sector in
which they operate. It ensures the focus is on stewarding the organisation as a
whole over and above the selective and sometimes short-sighted interests asserted
by various stakeholders. Certainly, numerous directors described themselves in
terms of being organisational stewards and their role one of entrusted stewardship.
International researchers report on healthcare sector reforms which include the
introduction of private sector concepts and in particular the “trend of increasing
use of private sector values and models” (Ashburner & Cairncross, 1993, p. 357)
that have led to adoption by non-profit and public boards of private sector
practices (Edwards and Cornforth, 2003) and modelling of private sector boards
(Ashburner & Cairncross, 1993).
This trend can be viewed as a response by the government and ‘third’ non-profit
sector to microeconomic reform (O’Neil & McGuire, 1999; Young, 2004) and the
increasingly competitive nature of the health sector (Judge & Zeithaml, 1992, p.
62). Such environmental changes may result in mimetic pressures for public and
non-profit organisations to adopt for-profit practices (DiMaggio & Powell, 1983,
1991; Edwards & Cornforth, 2003; Lawrence, 1999).
Steane and Christie (2001, p. 51) reported in their Australian study that non-profit
organisations are mimicking aspects of the shareholder approach to governance
including the theoretical framework aligned with private sector governance
practice. Their study, however, only explored the reported alignment between the
shareholder and stakeholder frameworks within organisations, and did not
consider alignment with the stewardship framework. It is of particular note that
the results of this study identify that, given the opportunity, directors serving
public and private non-profit organisations predominantly report an alignment
with stewardship theory.
Ashburner (1997) and Ashburner and Cairncross (1993, p. 359) argue that there
are important differences between health sector boards and corporate boards, and
between public, private non-profit and private for-profit health sector boards,
differences that relate to the core mission of the organisations served. In such light
it is notable that Steane and Christie (2001) caution that the wholesale adoption of
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practices aligned to a market environment and wealth creation are ill suited and
possibly disadvantageous to non-profit and public sector organisations that have
an expressive values motivation.
The results of this study reveal that directors clearly consider that the value
orientations and activity emphases of their organisations align with either the
philanthropic model (47%) or mixed corporate-philanthropic model (43%) of
health sector governance rather than the corporate model (3%).
The relatively even distribution of directors from both PNP and MHS boards
reporting the philanthropic position and the mixed position is of note. Directors
reporting a philanthropic position reflect their organisations’ historical origins and
the community service missions of private non-profit organisations and the
community service mandate in public organisations. Directors reporting a mixed
position reflect both their organisational origins but also an apparent
responsiveness to the rapidly changing and increasingly competitive nature of the
acute health sector, necessitating sound strategic and possible entrepreneurial
activity. The proportion of directors identifying the mixed model as being most
aligned with the value and activity orientations of their board may therefore
reflect the uptake of elements of private sector practice by directors as a response
to the increasingly competitive marketplace. Certainly, both PNP and MHS
directors gave voice to their perception that the sector was increasingly
competitive and discussed making strategic decisions and positioning their
organisations from this awareness.
The theoretical frameworks which directors perceive most direct their governance
practice are important as they create the values ‘contexts’ that determine the
position from which value judgments and decisions are made. The results of this
study strongly suggest that participant directors do not see the role of their
governing board as being aligned with private sector theoretical frameworks
(agency theory) or private sector value orientations (corporate model). Rather they
perceive their practice best aligns with stewardship and stakeholder theories and
the philanthropic and mixed models of governance.
A governing board’s structural and theoretical framework of governance were posited
to reflect the philosophical perspective and practices of the board, be reflective of the
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governance values of the board members and the organisation, and frame the context
for director decision-making. Despite the identification of numerous structural models
and theoretical models of governance in the literature, the results showed a significant
gap in the use of such constructs to inform on the ground practice. Whilst quantitative
data revealed that PNP and MHS directors clearly identified with the theoretical
frameworks which align best with the non-profit and government sectors respectively,
the qualitative data revealed directors had no input into the selection of structural
models, had little recognition of governance theories, and in all but one instance did
not utilise governance theories to inform their practice. Therefore a demonstrable link
between the theoretical constructs explored and decision-making practice was not
clearly supported by the results.

Research approach four discussion
Research approach four sought to explore the influence directors consider their
personal values have on their decision-making in their acute health sector
governing board role.
The role played by personal values in influencing an individual’s personal
decision-making is discussed extensively in the literature (Hall & Joiner, 1992, p.
17; Heyel, 1994; Rowe et al., 1994, p. 87; Schwartz, 1996, p. 2). However,
discussion of the role played by personal values within organisational settings and
in organisational decision-making is limited. The results of this study have gone
some way toward shedding light on the role played by personal values in
governance decision-making.
Melbourne metropolitan acute health sector directors participating in this study
overwhelmingly report that their personal values influence their decision-making in
the context of their directorship practice. Directors reported their personal values
and the personal values of board colleagues influenced their decision-making in
respect to strategic, ethical, strategic-ethical, collegiate and personal decisions.
Liedtka (1989) suggests that individuals make decisions by assessing the fit
between a course of action and their personal values. Decisions are therefore
viewed in terms of consonance or contention between an individual’s personal
values and the values a given situation brings into play (Liedtka, 1989; Posner &
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Schmidt, 1993). When there is no challenge presented in decision-making to an
individual’s values or value priorities they will not experience a sense of conflict,
however in making decisions that do challenge their personal values or value
priorities individuals may experience personal value conflict (Schwartz, 1996, p.
2). Directors related a number of situations in which their personal values were
challenged and which they perceived created a personal values conflict. Values
conflict was reported to relate to some strategic, ethical, strategic-ethical,
collegiate and personal decisions. Value conflicts were identified as occurring at
specific points of interaction that included director-external stakeholder conflicts,
director-internal stakeholder conflicts, director-board colleague conflicts and
intrapersonal conflict.
Directors may come to acute health sector board service with not dissimilar
personal values and altruistic motivations to advance excellent healthcare service
delivery. However, fiscal, political, stakeholder, ethical, operational and
implementation realities may frustrate an individual’s values expression. Directors
reported that a multitude of factors had to be taken into consideration and weighed
in making their decisions, and that on occasion a compromise to personal values
ideals might be required in one’s decision-making in order to find a ‘practical
way forward’. Directors also, however, identified situations in which they would
not compromise and would not ‘transgress deeply held values’ in their personal
decision-making.
Directors identified that the nature of healthcare was such that having multiple
stakeholders could create values conflicts due to the ensuing issues of
accountability, priority, loyalty and expectations regarding the acceptance of
‘input’ into the board decision process from diverse stakeholders who might have
quite different agendas. One director pointedly observed that it was critical to the
decision-making process for directors to clearly differentiate genuine stakeholders
to whom they were accountable from ‘interested parties’. This issue was seen as
particular point of difference in the reported experiences of directors serving on
public and private sector boards.
The willingness to actively engage with ‘values issues’ and to pursue resolution of
values conflict was reported to be influenced by the personal values of board
members and the emergent board culture. The chairperson was viewed as being
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pivotal in creating a board environment that encouraged engagement with
contentious issues. The manner in which the chairperson conducted proceedings
was considered to be central to the ensuing openness and rigour of the discussion,
acceptance and tolerance of dissenting opinion, the ability to leave an issue with a
view to later engagement and expectation of ‘cabinet solidarity’ on an issue once
a decision had been agreed upon.
In addressing challenging issues directors reported that, whilst they were aware of
their responsibility for stewardship of organisational values and the need for
alignment to such values in decisions made for and on behalf of the organisation,
it was important to respect the right of individual directors to voice and vote as
required on matters of conscience and to understand and respect the viewpoints
and value systems of other directors in determining decision outcomes.
Directors voiced their perception that for the greater part board members shared
similar values and the similarities were greater than the differences that came to
light in dealing with specific issues, and that in their opinion there were not
substantive differences in the personal values of directors serving MHS, PNP and
PFP governing boards. They did, however, consider that whilst all strove to
deliver excellent healthcare, there were discernable differences in the missions if
not ostensibly in the stated values of the organisations served, and that directors
might be drawn to serve one rather than another. The view that organisational
context enabled or inhibited expression of some personal values and that
participation on a given board was in some part values expressive.

The evolution of the Values Guided Governance Model
In Chapter 1 the researcher-developed Values Guided Governance conceptual
model was introduced. In this conceptual model the decision-making of individual
directors is conceived to be influenced directly by their personal value priorities,
and potentially mediated by governance frameworks that direct board practice.
The empirical results of this study support the integrity of the structure of the
model. However, some modifications to the proposed relationships between the
research issues are suggested by the study findings. An additional model
conceived from the findings is also presented.
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The modified Values Guided Governance (Figure 7.1) and, Values Guided
Governance – Decision Distillation (Figure 7.2) conceptual models are now
discussed.
Figure 7.1: Values Guided Governance model (modified)
Attracts directors

A.
Individual
director’s personal
value priorities

Directors sought
Directors influence

B.
Acute health sector
board governance
frameworks

Influences directors

C.
Values guided
governance decisionmaking

Research area A: Individual director personal value priorities
Values literature suggests that the personal value priorities of individuals
influence their decision-making. The results of this study strongly support this
assertion. Ninety-seven percent of survey respondents and one hundred percent of
interview respondents reported that they consider their personal values do
influence decisions made in the context of their directorship role.
Personal values were revealed to be central to director decision-making and
specific governing board decision outcomes, however, the influence of
environmental factors was greater than anticipated. The organisational and board
context directly influences the opportunity for values expression by directors and
circumstances in which values conflict can occur.
The role of directors’ personal values in influencing the selection of governance
frameworks and processes that inform board practice was less than anticipated.
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Research area B: Health sector board governance frameworks
The structural governance model informed the number and composition of
directors on the board. The selection and recruitment process determined the
potential pool of directorship candidates.
The role of directors’ personal values in selection was less than anticipated as
directors were sought for service primarily on the basis of identified skill sets, but
selection was in part based on identified personal values and perceived personalorganisational values congruence which were evaluated via explicit and implicit
means.
The sector and organisational mission determine the parameters in which directors
make governance decisions. These also directly attract directors board to service
on the basis of the personal value expressive opportunities they afford.
Research area C: Values guided governance decision-making
Governance decision-making is directly influenced by directors’ personal values,
however, decision outcomes may be influenced by board governance frameworks
and environmental factors.

The Values Guided Governance – Decision Distillation Model
This model was developed in response to the study findings. The model illustrates
perceived decision-making points and conflict tension points that directors
potentially encounter in making values guided governance decisions on behalf of
their organisation. Comments by directors regarding board decision-making and
the role played by board members in making value judgments and resolving value
conflicts which occur singularly or concurrently with external stakeholders,
internal stakeholders, board colleagues, or individually, guided the model’s
evolution. The following comment from a chairperson highlights the challenge
faced by directors who are called upon to make decisions on complex issues, in
which there may be multiple stakeholder groups with very different agendas: ‘the
executive of the board is constantly processing differing sets of stakeholder
interests and from time to time we’ll need to resolve conflicts in these’ (D22).
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I assert that individual directors are the principal ‘decision gatekeepers’ in the
governing board decision-making process and that ultimately their personal value
priorities inform their value judgments which influence board decisions.
However, it is acknowledged that director decision-making is potentially open to a
mediating effect by values operant in the external environs (i.e. international and
national societal, Federal and State health sector, Melbourne metropolitan acute
health sector and the public, private non-profit and private for-profit sub sector in
which they operate) and those held by other external stakeholder groups, values
operant in the internal environs (i.e. the organisational values articulated by the
ownership group and the board values culture created by the chairperson and
directors) and those held by other internal stakeholder groups.
The decision distillation process, as illustrated by the conical diagram, has as the
end-point of a values ‘filtering’ process, a director decision: the values guided
governance decision (which is represented by the pink ellipse). It is, however,
determined that the values systems postulated to exist in the four external environs
(represented by the four blue ellipses) and in the two internal environs
(represented by the two green ellipses) and the personal values held by a director
which determine his or her individual value judgment (represented by the purple
ellipse) have an interactive relationship, and can influence each other over time
along a continuum. The interaction between values in the external and the internal
environs and the personal values of a director is represented by the large arrows
extending on either side of the seven ellipses, while the interaction between the
values in the internal environs and the personal values held by a director is
represented by the smaller arrow which extends on the left hand side across three
ellipses.
On Figure 7.2 three decision points, at which a director is required to conduct an
appraisal of the alignment of values and make a value judgment on an issue in
order to achieve a decision, are illustrated. The following three points are
proposed:
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1. The ES-IS VA (external stakeholder - internal stakeholder values alignment
point) situated between the external stakeholder and internal stakeholder
environs (the organisational and board environs in which the director is viewed
as a participant);
2. The IS-I VA (internal stakeholder – individual director values alignment point)
situated between the internal stakeholder environs and the individual director;
3. The I VA point (individual director values alignment point) situated at the
individual director personal decision point.
Each decision point is postulated to present the possibility for values conflict.
Values conflict may occur at the ES-IS VA point and the IS-I VA point if the
values and resultant value priorities between the respective parties are not aligned,
and at the I VA point if the individual director experiences tension in the
prioritisation of competing personal values.
When engaging with situations that require either programmed or unprogrammned
decisions, if a values alignment mismatch occurs values conflict can be experienced
at either the board-external stakeholder, board-internal stakeholder, intra-board or
personal levels or at a combination of levels. Examples of decisions made in
strategic, ethical, strategic and ethical, collegiate and personal situations in which
directors reported they experienced the occurrence values conflict and the level of
such conflict are reported in Appendices 6.3 – 6.7.
As part of the strategic planning process, in a board retreat context, or in the
director induction programme the Values Guided Governance: Decision
Distillation Model could potentially be utilised by health sector governing boards
(indeed, it could be adapted for use by boards across varied sectors) to promote
director awareness of the values operant in the external, internal organisational
and board environs and to highlight the origins of such values.
Directors’ personal values and value priorities could be explored individually and
discussed collectively amongst board members to promote a sense of alignment
and flag any area of marked discrepancy. The model also allows directors the
opportunity to consider the importance of values alignment, the alignment of their

Chapter 7 Page 276

personal values with those of external stakeholders, internal stakeholders and
board colleagues and situations where possible values conflict may arise.
In a workshop setting the model could be used in conjunction with decision
scenarios that permit directors to consider the origins of the values at play in a
given situation and the similarities and potential differences in the values held by
the key players in order to identify strategies that may be used to resolve values
conflict and to promote values guided decision-making.
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Figure 7.2: Values Guided Governance – Decision Distillation Model
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Study limitations
1. Yin (2003, pp. 10-11) asserts that case study as a form of empirical enquiry has
inherent limitations, the most notable being that the results do not allow for
broader statistical generalisation. Additionally there is a potential for researcher
bias in the reporting of the cases, such that case data may be used selectively to
confirm or reject a particular position.
2. As the study is descriptive-exploratory it offers a snapshot of participants’
personal values and their views on how their personal values influence their
decision-making in the context of their Melbourne metropolitan acute health
sector directorship roles. While the study results are not able to be generalised
to other populations, the results of the study nonetheless have relevance for
public and private sector governing boards, operating within and external to the
health sector in local, national and international contexts. The results may
guide the engagement of board directors’ with values and inform future
research.
3. The requirements of hospital ethics committees, privacy law and access
constraints meant it was not possible to acquire data sets for all directors
serving on a given board in order to conduct direct comparison with those of
another board. Directors participating in the questionnaire were drawn from
public and private acute health sector boards and placed in their respective
MHS or PNP cohort. It is noted, therefore, that director value profiles utilised
for comparison represent a cross section of directors drawn from organisations
representative of the public and private health sector organisational types.
4. As earlier research had identified personal values can align with religious
traditions, I sought Deakin University Human Research Ethics Committee
approval for my questionnaire which included a question asking participants to
identify (in line with Australian Bureau of Statisics categories) their religious
affiliation. The question was not permitted in the original form and was
subsequently resubmitted and approved in the final form:
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B27) My religious belief system and practice is best described as
a) Agnosticism (non-religious)
b) Atheism (non-religious)
c) Christian (religious)
d) Non-Christian (religious)
e) Other (please state)
While the final question format did not enable differentiation between the values of
individuals who reported aligning with a specific religious tradition, participants
were able to elect to report their alignment with the broader belief system
categories. I would have considered it a significant oversight, given the link
between personal values and religious identity established in the literature, and the
organisations from which study participants were drawn, to have not included
religious belief systems as a factor potentially influencing directors’ values. The
decision to include exploration of this factor, even if not as initially proposed in
terms of denominational identification, was borne out by the study findings. The
results demonstrated that there was a significant difference between religious and
non-religious affiliated respondents for 6 representative value items (spiritual life,
national security, respect for tradition, self-discipline, devout and responsible), two
primary motivational values types and one higher order value type.
Nonetheless, in reflecting on the participants and the study results, it is noted that,
whilst individuals may identify their affiliation with a given religious belief
system, this does not guarantee alignment with all values espoused by a religion
or the influence of such values on their personal decision-making. For this reason,
the two questions (regarding religion and political affiliation) on the researcher
developed questionnaire (not in the Schwartz Value Survey), which were
modified to be broader than the original intent due to ethics committee
constraints, satisfactorily met the study requirements and did not invalidate the
methodology, data collection methods or subsequent data analysis.
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Summary
This study revealed a number of findings regarding the influence of demographic
factors on directors’ personal value priorities. Statistically significant differences
in value priorities at the representative and motivational value item level were
related to demographic factors. It was, however, the interview findings regarding
the influence of factors on directors’ priorities that I consider of particular
consequence to governance practice.
I sought through qualitative exploration to go beyond the static quantitative
evaluation methods to a) identify factors that directors themselves perceive have
the greatest influence on the development of their personal values, and b) explore
my perception that whilst singular factors can influence an individual’s value
priorities and subsequent decision-making with respect to a specific issue when
making complex decisions multiple factors interplay.
Whilst the interviews shed light on factors directors considered were of greatest
influence on the formation of their value priorities, of greater note was their
perception that such factors have had not only a cumulative influence but that they
continue ‘in concert’ to shape their present value priorities.
As discussed in Chapter Two numerous values research studies have reported on
demographic characteristics determined to influence individuals’ value priorities.
Whilst singular demographic factors may indeed in isolation influence an
individual’s value priorities, the act of isolating such factors appears to fail to
acknowledge the reported experience of directors in this study. They perceive that
a number of factors together influence their priorities, that factors in various
contexts and life stages have varied importance, and that at different times factors
have differing significance.
Directors’ values were reported to be influenced by factors encountered in early
life but also to have been subsequently moulded through life experience.
Interview respondents identified demographic factors that influenced their early
value priorities included factors such as gender, age (referring to both life stage
and social period), cultural heritage, belief system and profession. Yet directors
also highlighted subtle differences regarding the manner in which these factors
influenced them as individuals.
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Directors also cited experiential factors like family values, personal experience of
racial, religious and gender based prejudice, economic circumstance, personal
health, role modelling by respected family members, educational, personal,
professional and business associates, and pivotal personal and professional life
experiences which had moulded their personal values, each of which clearly defy
isolated measurement.
Certainly the interview responses raised questions regarding the relative influence
of isolated demographic factors on personal decision-making. The view that a
specific factor may be highly relevant to a given decision yet not at all to another
was highlighted. Other than in the instance where a given demographic factor
may be aligned with an absolute value position it would appear to be of limited
value to forecast the influence a specific factor may have on an individual’s
decision-making.
The relative influence of demographic and experiential factors on personal value
priorities and, by extension, director decision-making is similarly open to
question. For example, when faced with a complex governance decision is it of
greater relevance if a director is female, of a specific age, cultural background and
religious faith or because she espouses a social justice mission which she feels
strongly aligned with as a result of personal or professional experience? Which
factor comes into greater play, the measurable demographic or the immeasurable
experiential?
In any evaluation of an individual’s personal value priorities it should be
acknowledged that these are not stagnant but rather shifting. Whilst various
demographic factors may indeed be an influence on personal value priorities, the
composite nature of factors is likely to be of greater importance and an
individual’s immeasurable life factors of even greater consequence.
In the tradition of earlier empirical research the effect of singular demographic
factors on personal value priorities was quantitatively explored in the context of
this study. Four demographic factors were revealed to have a statistically
significant influence on survey respondents’ personal value prioritisation. The
qualitative findings regarding the factors that directors consider most influential
on their value priorities appear, however, to diminish the relative importance
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attributable to individual demographic factors in shaping personal values. Hence
the isolated measurement of demographic factors on directors’ value priorities and
decision-making is viewed as being of relatively limited value and practical
application, and broadly challenges board member selection on the basis of
demographic characteristics alone since individuals with a similar characteristic
will not necessarily hold the same values.
Organisations need to select directors who will steward the organisation and
uphold organisational values. Human resources processes should support the
values culture of the organisation through the selection and retention of directors
who demonstrate a personal alignment with such values in both their personal
decision-making and conduct.
Individuals can enhance their awareness of their personal values and value
priorities if provided with appropriate reflection and clarification opportunity.
Indeed, Hall and Joiner (1992) call for role model leaders to be aware of their own
values. Board directors who aspire then to provide role model leadership for their
organisation should be afforded such opportunities. Posner and Schmidt (1993, p.
346) assert that “understanding and being comfortable with one’s personal values
seems to mitigate against the potentially negative consequences of conflicts
between personal and organisational values”. For an organisation the benefit of
facilitating enhanced director values awareness is apparent. An opportunity exists
to inform directors of the importance of personal values in governance decisionmaking, and promote personal-organisational values alignment through the
effective use of human resources processes.
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Chapter Eight: Conclusions and future research
The purpose of this chapter is to identify the conclusions drawn from the findings,
discuss the implications of the findings for researchers and board practitioners,
and forward potential areas for further research. Also addressed is the contribution
made by this study to furthering knowledge on personal values and health sector
governance by undertaking to answer the question: how do the personal values of
governing board directors influence governance practice in Melbourne
metropolitan acute health sector hospitals?
This study sought to explore directors’ views on the role of their personal values
in the context of their board practice. As the values research domain has to date
been predominated by quantitative evaluation, the decision to conduct interviews
afforded the opportunity to gather qualitative data, to give a voice to directors’
experiences.
This is the first known empirical study to explore within an overarching context of
health sector governance the personal value priorities of governing board
directors, the factors influencing their value priorities, and the role of personal
values in director decision-making.
A descriptive-exploratory collective case study methodology using mixed method
data collection and analysis was employed in this study. Specifically, survey and
interview data collection methods were selected to engage three conceptual
constructs. The first was personal value priorities, and the second health sector
board governance frameworks. Each construct was explored in isolation, and in
relation to the other. The rationale for this approach was to enable the
investigation of a third construct, values-directed governance decision-making,
which I hypothesised was directly influenced by the first construct, and potentially
mediated by the second.
As discussed in Chapter One the researcher-developed Values Guided
Governance Model illustrates the proposed relationship between individual
directors’ personal value priorities and the acute health sector board governance
frameworks that shape governance decision-making. While the findings support
the conceptual integrity of the Values Guided Governance Model some
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modifications are suggested. An additional model, the Values Guided Governance
– Decision Distillation Model was developed from the research findings and is
discussed in Chapter Seven. The study results are supportive of certain findings
in previous personal values and health sector governance research. New findings,
however, call into question some known findings. The conclusions and
implications arising from the conduct of this study are now discussed.

Implications of the study findings for values research
This study employed the Schwartz Value Survey, a personal values measurement
instrument that required survey participants to evaluate “the importance of
abstract values, presented out of context, using a complex numerical scale”
(Schwartz & Bardi, 2001, p. 279). The selection of this instrument proved
appropriate given the population under investigation, the area of exploration, and
the analysis and administration requirements of this study.
Debate exists amongst values researchers regarding value system assessment
procedures and specifically the use of ranking and rating procedures for single
value item measurement. As discussed in Chapter Three, both rank and rate
procedures were used to evaluate participants’ personal values. Directors were
asked to consider a list of 57 single value items, and rank in order of priority the
three values they considered most important and the three values least important
as guiding principles in their lives. They were then requested to complete the
survey using the instrument’s nine point Likert scale to rate the importance to
them of each of the 57 single value items.
At the higher order value level directors’ self-reported ranking and rating of the
most and least important values yielded similar results. The value item ranked
most important resides within the self-transcendence higher order value type
which was rated the highest. The value item ranked least important resides within
the self-enhancement higher order value type which was rated the lowest.
Accordingly, at the higher order level of analysis this result supports the
conclusion by Feather (1973) that the use of ranking or rating assessment
procedures appear to have little effect on the average value systems obtained. The
results are also in line with the pan-cultural value hierarchy identified by Schwartz
and Bardi (2001).
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However, at the primary motivational and representative value item levels it
appeared greater discernment was possible by directors between items, which
translated into differences between the results of this study’s population from
those of other populations and between the private and public sector directorship
groups in this study.
It is my contention that in undertaking to select the three values most important to
them using a forced choice ranking procedure directors appeared to take a more
‘global’ perspective, but when rating each of the 57 single value items separately
directors were afforded greater freedom to evaluate each item on a stand-alone
basis and took a more ‘personal’ perspective.
At the primary motivational level a challenge to the pan-cultural hierarchy
forwarded by Schwartz and Bardi (2001) was revealed. The results for all survey
respondents and the PNP respondents who selected benevolence values as first
was as expected. The selection of universalism values as first by MHS
respondents however was not expected, and led to a questioning and examination
of the qualitative data as to why this might be so.
At the representative value item level the values family security and being healthy,
which reside in the primary motivational security type, were included in the three
most important values selected by all survey participants and each of the PNP and
MHS sector director groups. This was exceptional given that these representative
value items were not identified as being of such marked importance in the higher
level results. Notable differences in the importance of individual values selected
by the two groups were also further identified.
The inclusion of the spirituality values dimension in this study proved valuable in
light of the results obtained. The meaning in life value was ranked highly by PNP
respondents. The high ratings achieved by items in this type were not
exceptionally different between the two groups, which suggests these were values
considered important to all study participants. The rated results for the value items
included in the spirituality dimension stood in stark contrast to those of the devout
value item – for which a marked difference was noted in the results of the PNP
and MHS groups that again led to a questioning and examination of the qualitative
data as to why this might be the case.
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As discussed in Chapter Two values research studies have reported on singular
demographic factors that influence individuals’ personal value priorities.
Researchers have also identified demographic factors that influence individual
decision-making via the use of written decision scenarios.
The quantitative evaluation in this study identified four demographic factors that
significantly influenced directors’ personal value prioritisation. These factors
included public or private health sector affiliation, sex, age, and religious belief.
The statistical results of this study therefore support the work of earlier values
researchers that singular demographic factors can influence personal value
priorities. The qualitative findings, however, called into question the relative
importance of demographic factors in the formation of individuals’ value
priorities and the influence of singular demographic factors on director decisionmaking in complex real life situations.
During interviews directors related that a multiplicity of factors, both
demographic and experiential, intertwined to influence the formation of their
personal values. Factors such as family upbringing, socio-cultural and career
experiences, educational experiences, role models and mentors and religious
affiliation reportedly shaped and were noted to continue to shape directors’
personal value priorities. Clearly then, whilst the influence of singular
demographic factors on individuals’ personal value priorities can be evaluated,
questions must be raised regarding the relative importance of each factor on
resultant priorities.
As the influence of experiential factors which uniquely shape an individual’s
value priorities defy quantitative evaluation, the role such factors play in shaping
personal value priorities and influencing decision-making had to date failed to be
engaged with. The qualitative results of this study, however, reveal that both
demographic and experiential factors play in concert to shape value priority
development and influence decision-making.
This finding therefore challenges the value of further research into the influence
of singular demographic factor measurement in respect to individuals’ personal
value priorities or decision-making. Future investigation must acknowledge the
apparent interplay of both demographic and experiential factors in order to to
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yield a fuller understanding of how personal values influence decision-making in
organisational settings.

Implications of the study findings for governance research
Governance researchers have identified theories and models that frame
governance practice. Other than in the development of board policy and practice
manuals directors participating in this study did not identify actively participating
in the selection of the governance frameworks that direct their practice. Directors
did not have any influence over the board structural models that determine the
composition of directors on the board.
No specific governance theories or models were articulated as informing practice,
however, directors identified a greater alignment with stewardship theory and the
philanthropic or mixed model in reporting their perception of the governance
environs in which they operate. Directors’ personal values were not demonstrated
to directly influence the selection of this theory or these models.
Interview findings revealed directors actively referred to their role as one of
stewardship and themselves as stewards. Directors acknowledged an awareness of
their leadership responsibility for creating the values culture of the organisation,
their role as guardians of organisational values in interacting with external and
internal stakeholders, and as role models whose conduct must be seen to be in
alignment with professed values.
Acute health sector governance literature suggests that organisations align with a
corporate, philanthropic or mixed model position, each of which represents a
particular values orientation and activity emphasis. In this study directors almost
equally identified the value orientation and activity emphasis of their organisation
aligned with either the philanthropic or mixed model. This is considered of
interest given survey participants were drawn from PNP or MHS boards,
suggesting that whilst many considered the orientation of their organisation was
principally philanthropic a similar number considered the mixed position reflected
their organisation’s reality. The results are consistent with interview comments in
which directors related their perception of the increasingly competitive nature of
the health sector marketplace and the need by the organisation to respond to such
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change. The study findings appear then to support Alexander and Weiner’s (1998)
proposition that the hybrid corporate-philanthropic mixed model represents an
isomorphic response by healthcare organisations to environmental pressures.

Implications for health sector governance practice
The study findings revealed that the personal values of governing board directors
influence aspects of governance practice in acute health sector organisations.
Specifically, directors’ value priorities influence their decision-making in the
context of their board role, the creation and maintenance of the shared values
culture of the board and organisation, and the selection of individuals and selfselection by individuals to service on boards of organisations perceived to align
with their personal value priorities.
There is no question that directors consider their personal values influence their
decision-making – the survey and interview data were conclusive on this matter.
Directors overwhelmingly related that their personal values and attendant value
priorities informed their decision-making and shaped governing board decisions.
A number of decision types, which included strategic, ethical, strategic-ethical,
collegiate and personal were reported by directors to be influenced by their values.
Directors also identified occurrences of values conflict within each of the decision
types.
Directors related that some decisions created a personal values conflict. Such
experience required directors to reflect upon the alignment of their personal values
and those of other stakeholders with whom they interacted, and necessitated
resolution by either a considered compromise of their value priorities or through
the assertion of and steadfast commitment to their value priorities. Numerous
directors stressed that the nature of healthcare was such that the board was
required to engage with multiple stakeholders, some of whom were viewed as
having different value priorities.
Directors identified that personal values conflicts occurred at identifiable decision
points. Decision points occurred where there was a perceived difference in the
value priorities held by external stakeholders and the director, those held by
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internal stakeholders and the director, and those held by board colleagues and the
director. Directors also experienced conflict with respect to personal decisions.
In arriving at governance decisions directors appear to engage in an ongoing
process of values alignment evaluation. In many instances directors described
how decisions were openly evaluated against stated personal and organisational
values, and this particularly appeared to be the case in instances of unprogrammed
decision-making and values conflict. However, for the majority of director
decision-making in which programmed decisions were required or there was no
reported contention, this process was not actively articulated, or was reported to
be an ‘unconscious’ act.
Individual directors’ personal values together with those of their board colleagues
create the composite shared values of the board, and thus the values culture in
which governing board decisions are debated and determined. The culture created
by board members, and in particular the chairperson, was reported to influence
board decision-making processes and thereby significantly encourage or deter
engagement with perceived ‘values issues’. Directors related the importance of
shared values to board cohesion and reported instances in which similar values
were not held by members of the board that had resulted in substantive decision
conflict.
Self-transcendence values which emphasise the acceptance of others as equals and
concern for their welfare were identified as being the most important to acute
health sector directors participating in this study. Altruistic motivations were
related as being the primary motivation for service by directors from both PNP
and MHS boards. Contributing to the ‘social good’ and leaving a legacy through
sound stewardship of the organisation were revealed as principal goals. Many
directors shared the view that they found the opportunity for expression of deeply
held personal values through the directorship role, giving substance to the notion
that directors are genuinely values-based leaders.
Whilst both private and public sector directors each selected self-transcendence
values as most important, the focus of their service was found to differ. The
priority given to universalism values by MHS directors contrasted with the
priority given to benevolence values by PNP directors. Universalism values
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emphasise understanding, appreciation, tolerance and protection of the welfare of
all people specifically, through the promotion of equality and social justice. The
overriding importance of these values to many MHS directors was conveyed time
and again in the manner in which they described their service motivations and
how their personal values guided their decision-making.
Thus directors appear to be attracted to serve boards of acute health sector
organisations that espouse values congruent with their own, and both seek to serve
and are selected for service on the basis of a desired skill set and perceived
congruence of their personal value priorities with those of the organisation. In
some instances this was supported by recruitment and selection policies and
procedures that specified the selection and appointment of directorship candidates
who have personal values determined to be explicitly consistent with those of the
organisation. However, in both sectors the selection of directors on the basis of
perceived values alignment also occurred through the use of implicit evaluation.
Recruitment and selection processes in the private and public sectors were found
to be markedly different. Directors in private hospitals are in the first instance
‘other selected in’ by their peers through means of a word of mouth process by
which they are identified as potential candidates, invited to interview and
subsequently ‘self-select in’ by accepting an offer of appointment. Directors in
public hospitals in the first instance ‘self-select in’ by nominating themselves as a
potential candidate for appointment and are then subsequently ‘other selected in’
through review of their written application and in some instances personal
interview and offer of appointment.
That specific personal values can be sought ‘up front’ via the director selection
process and desired values professed by a directorship candidate was commented
upon; however a number of experienced directors cautioned that true values
alignment was only possible to determine with the passage of time – that an
individual’s professed values needed to be demonstrated on a consistent basis.
Directors also note that directorship development and performance evaluation
processes provide opportunity points at which to reinforce personal-organisational
values alignment.
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Selection, induction and performance review processes offer an organisation
values clarification and reinforcement opportunities. That directors’ participation
in these processes across sectors and organisations was so highly variable was
remarkable. Clarity regarding personal and organisational values is posited to
offer the potential to enhance individual director decision-making and
consequently collective board decision-making performance. Notably, the
findings highlighted substantive areas of opportunity to enhance such personal
and organisational values clarity and alignment via the use of these processes.

Future research
Whilst it is acknowledged that this exploratory study necessitated a broad focus to
identify the terrain, an opportunity now exists to explore specific areas highlighted
by the results in greater depth.
The study could be replicated at the state or national level. Both survey and
interview data could be collected from governing board directors drawn from
government organisations and corporate for-profit and non-profit organisations in
order to investigate potential differences in the personal value priorities and the
influence of personal values on the decision-making of directors operating in
different sectors.
It is acknowledged that governing board directors were an exceptionally difficult
population to recruit, and this is likely to be the reason many earlier studies have
sought individuals from the executive management levels. Nevertheless this study
has paved the way to undertake comparisons with other board director populations
in national and international settings.
The study results also suggest that the role of human resources processes in
facilitating personal-organisational values alignment and enhancing director and
board decision-making offers an area of further exploration. Additionally, the
conduct of board observation through a singular case study that examines the
articulated and unspoken values at play in decision-making may produce further
insights into the machinations of governance.
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In conclusion
Contemporary researchers have suggested that at a fundamental level leadership is
about human values and that the importance of values in organisational leadership
has for too long been overlooked, that the study of leaders and their decisionmaking should focus on uncovering leaders’ core personal values.
The governing board is the principal leadership group in an organisation, charged
with upholding the mission and values of the organisation. The shared values held
by the individuals who comprise the leadership group are seen to be central to the
development and maintenance of an organisation’s values culture. Such values are
considered to shape organisational structures that selectively influence and
reinforce the values culture of the organisation. These values also create the
context in which decisions are made and behaviours evaluated.
Individual directors bring their personal values to the table yet they operate within
the context of both the broader organisation and the board. It is therefore
imperative that directors self-evaluate and are evaluated with regard to the extent
to which their values are aligned with those of the organisation and their board
peers. Human resources processes allow the transmission of values and provide
opportunities for facilitating the values alignment and cohesion of all members of
an organisation.
The results of this study have gone some way toward revealing the personal
values held by Melbourne metropolitan acute health sector directors, factors that
influence the development of their personal values and value priorities, the role of
their values in influencing the governance frameworks in which they operate, the
alignment of their values with those of the organisations they serve, and the
manner in which human resources processes facilitate personal values clarity and
personal-organisational values alignment. Most notably the results have offered
new insights into the way in which directors’ personal values influence their
decision-making and hence board decisions.
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Directors who have a strong sense of personal values clarity, who are aware of the
role played in decision-making by their personal values, their board colleagues’
values and the organisational stakeholders’ values, are arguably better prepared to
meet the many challenges faced in governing a health care organisation. In the
opening of Chapter One it is noted that other investigators have called for research
that pays greater attention to the role of values in governance, leadership and
organisational decision-making settings. This study has contributed to such
exploration by examining the role played by governing board directors’ personal
values in health sector governance practice.
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Chapter Nine: Epilogue – Developments in the literature,
Schwartz Value Survey (1992) usage and the study setting
This epilogue presents an overview of the values and governance literatures
published, and the changes in the health sector governance environment that have
transpired since the completion of my study. As the data collection was completed
in 2007 it is deemed worthwhile to identify subsequent published research studies,
the continued relevance of the Schwartz Value Survey to measure personal values,
and to report on changes in the Melbourne metropolitan acute health sector that
formed the context of the study.
In Chapter One of the dissertation I identified that extant research had failed to
identify the personal value priorities of governing board directors, or explore links
between directors’ personal values and their decision-making. Given the role of
directors in governance decision-making, that the personal values of directors and
the role these may have in their decision-making had not been explored appeared
a substantive omission by researchers.
In the Preamble of the dissertation, the perennial nature of issues touched upon in
this study is noted. Individuals’ personal values shape their value priorities, which
in turn shape organisational values. This is clearly of significance in respect to
board directors serving acute health sector organisations, who are deemed by their
leadership role to be responsible for creating and maintaining the tone of the
organisational culture. Arguably, the same might be said of all individuals in
leadership positions within organisations, irrespective of the sector.
In reviewing the popular, business and research literatures, published in the period
since my study was completed, it is apparent that the area of personal values
continues to be salient. An article by Jayne (2007), presented in a management
journal, relates practicing directors’ thoughts on the importance of personal values
in director decision-making and governance and reinforces aspects of the findings
of my study. It also serves to illustrate that such topics have international
applicability. She interviewed board directors from varied sectors on their views
about what sort of personal values act as a compass for boardroom behaviour and
director decision-making. Significantly, directors indicated they saw the “role of
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personal values as absolutely paramount to good governance” (Jayne, 2007, p. 84)
and that the role of personal values was critical to boardroom conduct. They also
perceived that the ‘tone’ of values in the organisation starts from the top, with the
chair and board, then filters down through the organisation, and that the influence
of the board on the organisation is very real. Core values such as honesty,
integrity, frankness, respect, curiosity, intellectual openness, and fairness were
viewed as being central to guiding director behaviour and decision-making.
Directors conveyed however that personal values are often not made explicit and
are usually only observed when tested in action or identified in practice, and that
they are “most evident in the breach” (Jayne, 2007, p. 86). Citing examples of
ethical situations that had tested the personal values of the chair and board
members, they considered that it was important to have an awareness of their
personal values, and to appraise their own values when they are put to the test.
The opportunity to raise concerns when faced with challenges to personal or board
values was also seen to be important. It is also noteworthy that a director
commented regarding personal values that there was “no doubting their prevailing
presence at the boardroom table - whether woven through robust discussion,
making their influence felt in decision-making processes or determining who gets
an invite to join the board” (Jayne, 2007, p. 82).
One director commented that despite the trending focus on ethical corporate
conduct, he questioned the role of the regulatory response of board charters and
codes of conduct with mandated values as offering a guarantee of ethical conduct,
yet conceded they did offer a framework to ensure such values were enacted.
Another reflected that “regulation is never going to address what at heart is an
aspect of human nature” and that personal “values are a more reliable predictor for
doing the right thing than regulation” (Jayne, 2007, p. 87).
Many of these directors’ comments bore a striking similarity to those of the
Melbourne metropolitan acute health sector directors in my study. A number of
issues were similarly articulated by participants in my study, such as the
importance of directors’ personal values with respect to guiding the organisational
culture; informing director decision-making and conduct; influencing director
selection; that personal values are revealed predominantly in the setting of values
conflict; the importance of personal values awareness; and, of having the
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opportunity to constructively express and engage with such conflict. The article
serves thereby to reinforce the importance with which directors themselves view
personal values, personal values awareness, and the role personal values play in
director decision-making and governance, and hence reinforces the value of
exploration of these issues undertaken by my research.
A literature search reveals research conducted subsequent to my study into
governance in the Victorian Health sector has had either a community health
focus (Brown, Mason & Lyon, 2008), or a public sector focus (Fitzpatrick, 2008),
or reports on one specific aspect of the board governance role only, that of clinical
governance (Bismark, Walter & Studdert, 2013). While there is a noted paucity of
research studies in the area, one thesis by Fitzpatrick (2008), entitled Corporate
Governance in the Victorian Public Health Sector did, as part of a much larger
survey work on staff satisfaction and governance, explore board members’
knowledge and understanding of corporate governance and their roles as directors.
Notably, whilst the study results did make brief reference to interview comments
on the importance of values diversity on boards by external governance
professionals, and values forwarded by staff for inclusion in the mission and
values statement were identified, the personal values of individual participants
were not explored.
The search for research on personal values, the Schwartz value theory and
Schwartz Value Survey again revealed studies conducted in diverse settings with
diverse populations. Key articles nonetheless confirm that the Schwartz Value
Survey is still actively used in personal values research and affirm my choice to
use the Schwartz value theory to inform my research. Higgs and Lichtenstein
(2011, p. 65) state that while the “importance of individual values in determining
individual behaviour is well established…much of the research in this field has
been critiqued for failing to focus on values priorities or personal values systems”.
On this basis it is reassuring that Borg, Dobewall and Aavik (2016, p. 70) identify
that the “most studied and established value theory to date is the Schwartz (1992)
value theory” and Bible and Tadros (2014, p. 98) assert that the “Schwartz (1992)
Value Survey is one of the most widely used instrument (sic) for measuring
personal values”.
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Numerous recently reported studies are seen to utilise the Schwartz value theory
and the Schwartz Values Survey (SVS). For example, Ma and Lee (2012) used
the Schwartz value system to explore the personal values of US consumers related
to fair trade non-food product consumption. Using the Schwartz values theory and
European value survey database, Sana (2014) explored the personal values and
donating behaviour of Romanian respondents to reveal that values were positively
associated with donating behaviour. Researchers Lan, Okechuku, Zhang and Cao
(2013) explored personal values in respect to how Chinese accounting
practitioners viewed their work in terms of being a job, career or calling.
Interestingly, given the results of my study (that determined private sector
directors rated the benevolence primary motivational value dimension first, whilst
public sector directors rated it second) they reported that the self-transcendence
value benevolence is associated with employees viewing their work as a calling.
The Schwartz Portrait Values Questionnaire (PVQ) model is also used in studies
to explore personal values. Dutra de Barcellos, Teixeira and Venturini (2014)
used a modified Schwartz PVQ to engage with Brazilian university students to
explore social consciousness and political consumption. Similarly, Witesman and
Walters (2014) used an adaptation of the Schwartz PVQ (other frameworks were
included also) and unstructured decision context statements to elicit public service
values and their impact on specific decisions made by public servants in their role.
They also reported that individuals choosing public service careers appear to have
different motivating values from others. The study raised the question as to
whether different personal values really guide public servants from those guiding
private sector employees.
Similarly, a study by Moyo, Goodyear-Smith, Weller, Robb and Shulruf (2016)
used a modification of the Schwartz value model to explore the personal and
professional values of health care practitioners, and how these influence their
clinical decisions. The researchers conducted a document analysis, in which they
identified that of 128 values from 50 articles the three most prominent
professional values aligned with the Schwartz categories of benevolence,
universalism and achievement. The claim that the review identified a
comprehensive set of the personal and professional values of health care
practitioners, integrated into a single framework derived from Schwartz’s value
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model, presents the question as to whether they were identifying genuinely
different values as opposed to a series of descriptors of values.
In reviewing journal articles it is noted that, within the field, the manner in which
the personal values construct is engaged is highly varied. Hence, the requirement
to use a reliable and valid instrument that offers consistent meaning to the
personal values measured, and, which has been extensively tested across
populations and in different cultural contexts to establish consistency of meaning
was reinforced. The Schwartz Value Survey (1992) meets these criteria and offers
a common vocabulary with which to engage discussion of personal values and
shared values.
This is a highly significant issue in the conduct of values research and it is of note
that researchers such as Bayram (2015) have selected to use the Schwartz values
theory to explore personal values in the exciting emergent and growing body of
work on cosmopolitanism and global governance. In considering what drives
world citizens the study showed self-transcendence, self-enhancement (except
power) and openness to change values as defined by Schwartz leads to
cosmopolitan allegiance whereas conservation values hinder attachment. That all
directors in my study rated the self-enhancement value fourth, and private sector
directors rated the conservation value second while the public sector directors
rated it third, raises the question as to how Melbourne metropolitan health sector
directors will engage in a world seemingly evolving toward globalisation.
That there is a lack of work that deals specifically in the personal values and
governance areas with which my study deals was reassuring, in that I believe the
work still offers a genuine linkage of two distinct fields of research, with a
participant population not previously engaged and in a previously unexplored
area. Additionally, in reviewing the literature it is notable that the use of earlier
data sets for works subsequently reported some years later is not unknown. For
example, Borg, Dobewall and Aavik (2016) used data from 1998-1999, Bayram
(2015) used data sets from 2005-2008, and Bible and Tadros (2014) utilised 2004
and 2010 data for comparative analysis.
Earlier researchers Darke, Shanks and Broadbent (1998) guided the way with their
discussion of using case study methodology to gain an understanding of social
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phenomena in a natural setting, identifying the cross-case analysis potential
offered by multi-case designs, whilst acknowledging potential difficulties that
may be encountered in undertaking case research. The subsequent discussion of
Potter, von Hellens and Nielsen’s (2010) rationale for selecting a multiple-case
study research approach to conduct Potter’s doctoral research, and the practical
challenges they encountered as student and supervisors, offers additional insight
into both the advantages and challenges presented in using this methodology.
In describing the experience of conducting the research they related the challenges
encountered not with the methodology but other factors. Their comment that
“Putting the choice into practice and completing the research proved to be neither
simple nor unproblematic. While care was taken to deal with the known
theoretical and methodological challenges involved with the case study method, it
was the practical aspects of it’s (sic) application that proved difficult” (Potter, von
Hellens & Nielsen, 2010, Introduction para. 3) is most instructive and from my
own experience rings true. To this end they related a number of challenges they
encountered in the process that included access difficulties and limitations put in
place by organisations that impacted the ability to collect data, which I similarly
encountered in the conduct of my study. Valuable lessons can be learned from
such research experiences, and, based upon my own research experience, I concur
with their salutatory lessons that the case site is an active participant in the
research, the personalities in the case require to be managed, and that
organisations and individuals are political. The article highlighted that in engaging
with such ‘real life’ contexts the researcher requires to determine time lines for
data collection that enable such challenges to be dealt with as they may occur.
In the Melbourne metropolitan acute health sector that provided the study setting,
Metropolitan Health Services, private non-profit and private for-profit
organisations continue in the majority of instances to have similar organisational
and board structures to that of the data collection period. Only one private nonprofit group has changed in so much as the organisation’s board has taken on a
national scope, and one private for-profit group has expanded to provide health
services in international settings.
However, one clear development since the conduct of the study, in both the public
and private health sectors, is the marked improvement of organisations’ websites
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and the centralisation and ease in most instances of information accessibility
about the organisation, the governing board, board member profiles, and the
enhanced quality of related corporate and governance documents.
In reviewing current private and public sector board and organisational documents
for organisations that participated in my study, it is apparent that the board
structures, board member profiles and appointment processes continue in the main
to reflect the study findings, in that there remain differences in the processes used
to appoint public and private directors and the resultant board compositions reflect
these differences. As identified in my study, organisations in the private sector
continue to utilise a word of mouth: invite and appoint (‘other selected in’ and
then ‘self-select in’) approach whilst organisations in the public sector use an
advertise: apply and appoint (‘self-select in’ then ‘other selected in’) approach,
with directors being selected on the basis of a range of tangible and intangible
criteria.
The ASX listed for-profit private organisations continue to have smaller sized
boards (ten or less members) and members are non-executive directors (with the
Managing Director and CEO as an executive director). Board profiles reveal that
directors are predominantly drawn from the financial, accounting and banking
sectors, the legal sector, retail sector, and communications sector and health
services management field. They have diverse experience in corporate roles and
often have extensive corporate directorship experience and hold other corporate
directorships. One change however is in the composition of the board with respect
to female director representation, which has increased with female directors now
comprising between 20-30% of members, a situation likely to reflect
consideration of board diversity policies, ASX guidelines and stakeholder
expectations. The absence of directors who have been or are currently clinical
practitioners is a noted difference to the private non-profit and public sector.
Private for-profit organisations have Corporate Governance Statements or Board
Charters that clearly identify the nomination and appointment processes used for
the appointment of directors. Nomination Committees are responsible for the
identification, sourcing and proposal of potential candidates that continues to be
via personal networking and the possible use of external search firms. Candidates
are considered with respect to desirable competencies and to a board skills matrix
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that delineates the skills mix and diversity the board is seeking to achieve in the
membership. Whilst candidates are seemingly considered with respect to their
personal qualities there is no specific reference to the consideration of candidates’
personal

values

in

the

process.

The

Nominations

Committee

makes

recommendations regarding the size and composition of the board and forwards
recommended candidates for consideration by the Chairperson and board
membership. Appointment is made at the invitation of the Chairperson following
consultation with all the directors. The Committee also has an ongoing role in
assisting the board with performance evaluation of the board, committees and
individual directors. However the precise form and process of performance
evaluation are not identified.
Additionally, the ASX Corporate Governance Council publishes the Corporate
Governance

Principles

and

Recommendations

(2014)

which

provides

recommendations to ASX listed entities on the adoption of corporate governance
practices, designed to promote investor confidence and assist listed entities to
meet stakeholder expectations. Private for-profit health sector organisations, as
ASX listed entities, are required under the listing rules (Rule 4.10.3) to
benchmark their governance practices against the recommendations and, in the
event they do not conform, to disclose this fact and the reason why. Effectively
the rule ensures listed organisations take up the Council’s recommended practices.
An organisation may, however, adopt alternative corporate governance practices if
the board considers, given their particular circumstances, it is beneficial to do so.
There is nonetheless a requirement for the board to justify its reasons for adopting
the alternative practices to the ASX. Other related corporate governance
publications determined to inform private for-profit organisations are also listed
on the ASX website.
The private non-profit organisations are noted to have only slightly larger boards
(up to 11 members) relative to the private for-profit and MHS boards. Director
profiles are seen to include individuals similarly with experience in the financial,
accounting and banking sectors, the legal sector, retail sector, communications
sector and health services management field, but in addition one encounters
directors with experience in the government sector, research and education sector,
current practicing clinicians, and representatives of the affiliated Church or
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congregational ownership body. Notably with women directors comprising 36-50
% of members there is a higher proportion of women represented than on the forprofit boards. The process for the appointment of directors is not delineated on the
respective organisations’ websites or readily accessible documentation.
With respect to MHS boards the thoroughness and professional presentation of
relevant government websites and documents pertaining to director appointment,
board assessment and building of board capability are markedly improved on
those at the time of the conduct of my initial literature review. The Victorian
Department of Premier and Cabinet publishes the Appointment and Remuneration
Guidelines (2016), which dictates the recruitment and selection process for all
directors appointed to the 13 metropolitan MHS boards. The document overviews
the appointment process from the initial assessment of a vacancy up to the point
of cabinet approval. While more streamlined and conducted via online
application, the process is otherwise similar to that at the time of my study.
Additionally, The Victorian Department of Health publishes The Victorian health
services governance handbook: A resource for Victorian health services and their
boards (2012) which provides information on the requirements of board
composition and for director appointment, as well as an overview of the Victorian
health services governance model, regulatory frameworks and health services
governance roles and responsibilities.
The Governor-in-Council appoints directors on the Minister’s recommendation,
consulting the chair as required on the most effective composition of the board.
Board composition is seen as an important component of board effectiveness and
in order to maximise a board’s capacity for effective governance the “right mix of
relevant skills, expertise and personal attributes” are essential, as is a balance
between new and longer serving members (Department of Health, 2012, p. 34).
Between six and nine directors are appointed for periods of up to three years,
which contrasts with the situation of private for-profit and private non-profit
boards that appear to continue to have no fixed upper limit on service period
defined, a matter for consideration given that personal values have been identified
in research studies as being influenced by length of tenure within an organisation.
It is noted that in recommending the appointments the Minister is required to meet
the following considerations: ensure at least one director is able to reflect the
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perspectives of users of health services; ensure both women and men are
adequately represented; and give preference to people who are not registered
providers within the meaning of the Health Services (Conciliation and Review)
Act 1988 and who are not currently, or have not recently been involved in
providing health services (Department of Health, 2012, p. 29).
The first and second criteria were clearly voiced as being given consideration at
the time of my study, but the third was not. This is a marked change in the
selection criteria, and challenges the traditional view of health service board
membership composition that actively sought to include health practitioners. In
viewing the current situation a noted difference is seen between the private not-for
profit boards who have directors with active clinical experience and the private
for-profit boards. It would appear then that the intention is to create MHS board
membership profiles more reflective of the corporate sector. Current MHS board
profiles reveal that directors are broadly drawn from the legal, financial,
communications, education, research, medical and allied health sectors and health
services management field. One clear point of difference, however, from the
private sector organisations is the number of director appointments who have had
political careers and held government service posts.
While one is left to ponder the rationale for the third criterion, and the potential
ramifications for future board decision-making dispossessed of voices reflecting
current clinical experience, the possible implications with respect to the personal
values and value priorities of directors relevant to health sector affiliation are
noted. Additionally, many MHS boards are seen to comprise a substantive
representation of female directors, indeed in some instances over 50%. Given that
values research identifies personal values to be potentially influenced by both
gender and professional acculturation, the personal values and value priorities of
directors and the ensuing board value profiles may now reflect differences in line
with the MHS selection criteria changes.
The Department of Health publishes the Board assessment: A guide for Victorian
health service boards (2012a) which outlines assessment approaches and
considerations for conducting individual director, chair and board committee
performance assessments. It references the ASX corporate governance guidelines
(which outline recommendations and guidelines that focus on implementing
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robust corporate governance) and notes the usefulness of taking up such principles
and board assessment processes in other unlisted entities, government enterprises,
and not-for-profit organisations to improve performance and governance
(Department of Health, 2012a, p. 1). This is a point of note given the exploration
in my study of directors’ perceptions of the governance model of their
organisation being either corporate, philanthropic or a mixed model, and raises the
possibility that directors may now view the organisational model differently than
the earlier results demonstrated.
The document also offers an example of a board assessment survey and a director
self-assessment instrument, which is seen to make reference to the director
considering their understanding of the vision and values of their organisation, but
has no reference to decision-making. It appears from the comment that it is
“prudent for health service boards to consider undertaking regular board
assessments” (Department of Health, 2012a, p. 1) that each MHS board is selfdetermining in the timing and approach they take.
The Department of Health also publishes Building board capability: A strategic
framework to enable the effectiveness of boards of Victorian health services
(2012b). This document offers a board member education program (in response to
a review of the previous incarnation of the program offered between 2006 and
2012) and identifies the importance of such a program in building board capacity
and good governance. It sets out the expertise programs, individual development
opportunities, network opportunities, board development and support resources
available to boards and individual directors. It identifies desirable key skills,
knowledge and attributes of board members and identifies the governance roles
and responsibilities of the board, chair and directors. Board capability is defined,
and described as a “process of developing, growing and strengthening individual
directors, and the board’s knowledge, skills and attributes” (Department of
Health, 2012b, p. 7). Attributes are noted to be “personal qualities or those social
or personal skills more aligned to personal principles or values” (Department of
Health, 2012b, p. 7). While this is noted to be a significant recognition of the role
of personal values, the manner in which these are engaged in the education
program, or indeed considered in the selection and assessment programs, is
unclear.
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The Department of Health & Human Services Health Services Governance Unit
offers a checklist for health services and hospital boards for the induction of new
board directors. While the checklist makes no specific reference to orientating
directors to sector or organisational values directors are guided to read numerous
Acts and access department documents and websites which contain information
on these.
While in this epilogue I am not seeking to rewrite a comprehensive description of
the setting as was required at the time of conducting my study, it is important to
acknowledge that there have been some incremental changes in the terrain over
the last decade. In conducting an overview of documents from the three sectors it
is apparent that notable differences between the sectors, and to some extent
organisations within a sector, continue to exist in the selection and appointment
process, in the conduct of director induction, and board and director performance
reviews.
In reviewing relevant public and private sector board and organisational
documents it is apparent that directors in each setting are expected to be aware of
both sector and organisational values, and to have a sense of commitment to
upholding those values in the conduct of their directorship role. In some instances,
for confidentiality reasons, the organisational documents are overviewed but not
specifically identified or referenced in the following discussion.
One development is the uptake of Codes of Conduct by some participant
organisations. The organisational values are clearly articulated and communicated
through these particular entities’ Codes and reflected and referenced in other
organisational documents. Each private for-profit organisation has a current code
(published in 2014) that clearly identifies the organisational values. It is stated
that the boards are committed to their Codes of Conduct, with references being
made to the expectation that members of the organisations will be familiar with
the Code, and that all associated with the business are required to consistently
enact the shared values in their behaviour, including with clients, shareholders,
and the broader community. The Codes also recognise the importance of
consistency in making ethical, transparent decisions in both local and overseas
settings.
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Notably, only one private non-profit organisation included in my study appears to
have taken up the use of this document form. The Code is underpinned by the
mission and values and reflects the healing ministry of the organisation, and
requires leaders to uphold, promote and model by example the espoused values.
The values are also seen as central to guiding all decision-making in the
organisation. Each of the private non-profit organisations continue, however, to
identify the values clearly articulated by the organisational founders and aligned
with broader denominational values through the use of documents that delineate
the organisation’s values and aligned behaviours, such as a Mission, Vision,
Creed and Values statement, or a Values and Behaviours statement.
Organisations in the not-for profit sector may also look to documents developed
by organisations such as the Australian Institute of Company Directors who have
produced a publication entitled Good Governance Principles and Guidance for
Not-for-Profit Organisations (AICD, 2013). Whilst the document recognises the
governance reform process occurring in the broader not-for-profit sector, it does
acknowledge the role of a board in “determining, reviewing, and maintaining the
vision, purpose and values of the organisation” (AICD, 2013, p. 4). It also
emphasises the importance of organisational values in the strategic planning
process, the importance of shared values in creating the culture of the organisation
and implementing cultural change, and recommends strategies such as the
creation of a code of conduct by the board to guide members and facilitate open
conversations on the organisational values. The importance of the board’s
decision-making role for the organisation is also acknowledged.
In considering other health care contexts relative to the Victorian setting it is of
interest to note that non-profit denominational groups in the United States have
Codes of Conduct. These documents relate the mission and values of the
organisations’ founders and set forth “principles of ethical and moral conduct for
all persons engaged in its health care ministry” (Mercy, 2012, p. 1). The core
values identified are deemed to provide focus, direction and accountability and to
assist individuals to make the right choices in the conduct of the service. The
Code also identifies seven principles of conduct, which all board members are
expected to act in accordance with. Six of the principles could arguably be seen to
be applicable to any organisation: avoid conflicts of interest, be a good steward of
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the organisation’s assets, act in good faith and honesty in business transactions,
maintain confidentiality, comply with laws, regulations and policies, and engage
in education and professional development; the seventh, however, following the
faith based directives, relates to denominational beliefs. It is apparent that no
individual could accept an appointment to the board if such directives clashed
with his or her personal values.
MHS directors are guided by the newly released (effective 29 March, 2016)
Victorian Public Sector Commission’s Code of Conduct for Directors of Victorian
Public Entities (2016). The code, based on the Victorian public sector values, is
applicable to and binding on all directors of public entities from the date of their
appointment and reflects the role of the Board, Chairperson and Directors and the
behaviours that exemplify the duties and values contained in the Public
Administration Act 2004.
The document identifies that “Section 7 of the Public Administration Act 2004
requires public officials, including Directors…to demonstrate the public sector
values by behaving in a particular way” (Victorian Public Sector Commission,
2016, p. 4). The values identified include responsiveness, integrity, impartiality,
accountability, respect, leadership and human rights. Each value is noted to have a
subset of between one and five points that relate behaviours considered to
demonstrate the value. These values and the expected relevant behaviours are also
consistently reflected in other online resource documents such as the Conflicts of
Interest and Duty (Victorian Public Sector Commission, 2015) designed to guide
directors. Moreover, it is of note that each of the MHS organisations is seen to
have also identified its own list of organisational values.
In further considering other health care contexts relative to the Victorian setting it
is noted that the identification of public service values is not unique to the
Australian setting. In the United Kingdom, the National Health Service
Department of Health has long had a Code of Conduct for NHS Boards (2004)
and Code of Accountability for NHS Boards (2004). The Code of Conduct
identifies three public service values; accountability, probity and openness, each
of which has related descriptors and asserts that these “Public service values must
be at the heart of the National Health Service” (NHS, 2004, p. 2). The Code also
instructs that all who work for the NHS are required to demonstrate high ethical
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standards of personal conduct, but explicates that the Board directors are
specifically required to “set an example to their organisation” (NHS, 2004, p. 3).
The Code of Conduct (NHS, 2004) highlights the role of accountability boards
have to parliament, the stewardship position boards hold in overseeing publicly
funded institutions and the need to be aware of the broader social impact in
ensuring service provision that reflects an effective and economical use of
taxpayer money. The Code also directs that it is “unacceptable for the board of
any NHS organisation...to ignore public service values in achieving results”
(NHS, 2004, p. 2) and that directors “should satisfy themselves that the actions of
the board and its directors in conducting board business fully reflect the values” of
the code (NHS, 2004, p. 3). It is notable that, on appointment, all NHS directors
are required to subscribe to the Code.
The companion Code of Accountability (NHS, 2004) relates specifically to
matters of the role of the Chair, directors and the board (to provide a framework
of good governance, provide active leadership, and set the organisation’s values
and standards). It is thus noted that not unlike the Australian setting, at the
organisational level there are variations between the respective hospitals’
identified values. For example, Poole Hospital’s Code of Conduct (Poole
Hospital, 2014) to which directors are similarly required to subscribe on
appointment, identify the three public service values as underpinning the conduct
of their service, but also add the Nolan principles, seven principles that are
determined to guide public life, selflessness, integrity, objectivity, accountability,
openness, honesty and leadership.
At the conclusion of overviewing the respective private for-profit, private nonprofit and MHS documents each organisation is seen clearly to identify its
organisational values, however, there remain apparent differences in the ‘tone’ of
the documents. Organisations in the three sectors identify that they hold various
organisational values in common (i.e. integrity, respect, excellence). There are,
nonetheless, references made to seemingly sector specific values to which
organisations subscribe (i.e. aspiration, aiming for business growth while
maintaining sustainable levels of profitability as a basis for shareholder loyalty,
compassion, human rights). One still comes away with the sense that whilst board
directors may subscribe to the values of the organisations they serve, there
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continue to be some notable differences in the articulated values relative to the
sector in which the organisation resides. The question remains whether directors
continue in the current Melbourne acute health setting to be attracted to service in
one sector over another if they perceive there is a greater personal-organisational
values alignment and specifically if, and how, organisations seek and appoint
directors on a basis of perceived values alignment.
Prior to the conduct of my study the values literatures had established the
influence of factors such as familial, socio-cultural and professional values
systems on the formation of individuals’ personal values; the role of founding
groups, sector and marketplace values in shaping the selection of values endorsed
by the organisations in which individuals operate; the influence of personal values
in individual decision-making; and the importance of personal-organisational
values alignment in the avoidance of values conflict. It was intended that the
findings of my study would further the field by exploring these issues in tandem,
specifically with directors acting in their capacity as members of public, private
for-profit and private non-profit governing boards in acute health sector
organisations in metropolitan Melbourne.
Arguably, it behoves governing board directors as organisational leaders to
consider the origins of their personal values and value priorities, and continuously
appraise their personal alignment with the operant values of the organisation and
board they elect to serve. In every organization, regardless of the sector, there
continues to be an ever-present need for the ongoing use of mechanisms that
enhance personal values awareness and personal-organisational values alignment
in order to reduce potential values conflicts. The question remains in play then as
to the approaches Melbourne metropolitan acute health organisations presently
take to enhance governing board director personal values awareness and personalorganisational values alignment.
There is no question that the directorship role, and the potential that the role
presents to influence decisions affecting the delivery of health services to the
community, are important. It is suggested, then, that directors who have a clear
sense of their personal values and an awareness of the role played in decisionmaking by such values, as well as the role of those of their board colleagues and
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organisation stakeholders, will be better prepared to meet the leadership
challenges faced in governing acute health sector organisations.
By way of such contribution, this study explored how governing board directors’
personal values influenced their decision-making in the ‘live’ context of their
roles as members of Melbourne metropolitan acute health sector governing
boards. In doing so it sought to offer insights into the role of governing board
directors’ personal values in health sector governance.
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Appendix 2.1: Changes in the Victorian public sector governance
environs
Timeline

Activity

1999 March

Health Services Policy Review Discussion Paper
released by Phillips Fox and Casemix Consulting.

1999 November

Health Services Policy Review Final Report

(updated July 24 2000)

33 Recommendations
Subsequent to the report a Ministerial Review of
Healthcare Networks is instigated.

2000 March

Ministerial Review Report
84 Recommendations
Recommended disbanding of the 7 existing
Healthcare Networks and the creation of 12
Metropolitan Health Services.
Stated aim was to increase accessibility to the
communities served, increase accountability and
decrease bureaucracy.

2000

Health Services (Governance) Act 2000
Funds injected to improve the financial viability of
some public hospitals and strategies to support
hospital financial management performance.

2000 June

Victorian Government establishes 12 Metropolitan
Health Services.
Boards of directors appointed by the Health Minister.

2003 August

Victorian State Government establishes a Public
Hospital Governance Reform Panel
Reform Panel Report
Government Response
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Appendix 2.2: Acute health sector profiles
Hospital Sector
Profile Indicators

Public Sector

Principle Ownership

Victorian State
Government

Religious Affiliation
Governance Model
Alignment

No
Secular
Traditional alignment with
philanthropic model

Establishment Periods

Private Non-profit Sector

Private For-profit Sector

Religious Congregations/Fellowships/Charitable
Trusts/
Private Directors
Yes/No
Religious and Secular
Traditional alignment with philanthropic model

No
Secular
Corporate

Long

Medium – Long

Short – Medium

Regulation of Services

Government regulation of
services i.e. distribution,
location, type of services
and patient volumes

Self-directive service distribution, location, type of
services and patient volumes
Some government regulation through agreements +
input into service provision standards through the
accreditation process

Self-directive service distribution location, type of services
and patient volumes
Some government regulation through agreements + input into
service provision standards through the accreditation process

Service Access

Patients do not require
private health insurance to
receive inpatient/outpatient
care or attend casualty

Patients require private health insurance to receive
inpatient/outpatient care

Patients require private health insurance to receive
inpatient/outpatient care

High
High market exposure however cannot really be
considered to be fully exposed to market forces given
government has a vested interest in maintaining a
viable private sector to offset public demand and costs
Sources: Annual Reports/Australian Institute of Health and Welfare, 2004
Market Exposure

Limited
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Private Individuals/Partnerships/Incorporated Companies
(+/–Listed)

Very High
Very high market exposure however cannot really be
considered to be fully exposed to market forces given
government has a vested interest in maintaining a viable
private sector to offset public demand and costs

Appendix 2.3: Structural Models of Governance – Adapted from Garratt (1996)
Model
Executive
Board Model





Director

Model Used

Composition

Predominantly

Executive Directors
CEO
Chairperson

Globally
Most common
structure of family
companies, owner
directed businesses,
multinational and
transnational
subsidiaries.

Chairperson
CEO may
adopt the role
of Chair or an
external chair
may be
appointed.

Comment
There is a tendency for
the membership to
replicate itself thereby
limiting diversity,
thinking styles,
criticism, and debate.

Strengths
Board members are
very familiar with
internal business
operations.

Weaknesses
In the instance of an
external chair the
relationship between the
Chairman and board
members could potentially
be compromised, by the
reality that the CEO is the
executive director’s
employer, creating a
situation where the Chair
may be hampered in his or
her ability to really
question and lead debate
with executive directors
who are seeking to protect
their political position and
relationship with the CEO.
The potential for a decrease
in the effectiveness in
monitoring the external
environment.
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Model

Director

Composition
Non-executive 
Board Model


Non-executive
Directors
CEO may be a full
or partial member

Model Used
Predominantly
Globally, although
predominately in
the US and New
Zealand.

Most common in
public or semipublic service
boards where
independence is
considered
essential.

Chairperson

One of the
nonexecutive
directors
adopts the
role of the
Chair.

Comment

The model relies on
the notion of the ‘true’
independence of the
non-executive
directors. Hence,
sound processes
facilitating director
selection, competency
training, appraisal and
dismissal are
considered crucial to
its functioning.
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Strengths

Non-executive
directors are
considered to be
independent.
Non-executive
board directors
decide both policy
and strategy, which
in turn are
delegated to the
CEO to execute.
The board retains
ultimate direction
giving
responsibility and
liability.

Weaknesses

Board members may be
distanced from
operational realities,
particularly if the CEO is
not a full board member.
If the CEO is the only
management executive
representative the
opportunity for the CEO
to control information
flow to and from the
board is considered a
potential problem as the
CEO can acquire
extensive personal power
to influence board
deliberations and limit
constructive criticism
opportunities.

Model
Unitary Model

Director
Composition





Chairman
CEO
Executive
Directors
Non-Executive
directors.

Model Used
Predominantly

Considered the
classic model of
the United
Kingdom and the
Commonwealth.

Chairperson

n/a

Comment

Strengths

Weaknesses

Critical assumption of
this model is that each of
the directors is equally
responsible and liable for
the performance of the
organisation. - CEO and
executive directors are
responsible for the
operational performance
of the organisation and
are responsible for
agreeing with, executing
and supervising the
operational aspects of
identified strategies.
- non-executive directors
are crucial to both the
performance and
conformance of the board
Sound processes of
director selection,
competency training,
performance appraisal
and dismissal are crucial.

The non-executive
directors add value
to the organisation
through their
contribution to
policy debate and
formation,
accountability
assurance, monitor
executives’ actions
and performance,
and their
representation and
protection of
shareholder and/or
stakeholder
interests.

A potential weakness of
the model is that it is
dependent on the ‘true’
independence of both the
executive and the nonexecutive directors.
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Of the four models
identified the
Unitary Board
model is considered
the model best
suited to “selfcorrection”.

Model
Senate Model
(Two-Tier)

Director
Composition

n/a

Model Used
Predominantly

Dominant in
European countries
such as France and
Germany.
Proposed as the
universal model for
adoption by all
Governing Boards
in the European
Union.

Chairperson

n/a

Comment

Board is structured as
two board components;
an upper Supervisory
board, and, a lower
Operational board.
The Supervisory Board
in essence is responsible
for strategy and
monitoring performance,
whilst the lower board is
responsible for the
operations of the
company. The lower
board is representative of
different interest groups
in the organisation and is
responsible for providing
the Supervisory Board
with performance
information.
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Strengths

Weaknesses

Considered to
present as a strong
structure
theoretically,

Reality has not supported
theory and the model has
attracted a significant
amount of criticism. The
application of this model
presents a number of
challenges such as
conflict of interest
between the supervisory
and lower board
members, difference in
the purposes between the
two tiers of the board
resulting in exclusion and
loss of a “common end”.
Supervisory board
operation can be
compromised if
‘independent’ board
members are really
representatives of
interlocked parties.

Appendix 3.1: Director interviews
Date

Metropolitan Health Service/
Private Sector Boards

Chairperson/Director/Board
Participant/CEO

Board 1

MHS 2

Director

Board 2

Chairperson

2005
December
2006

July

Board 3

Private NFP 1
(Pilot)
MHS 3

July

Board 4

Private FP 1

Director

August

Board 5

Private NFP 2

Participant Chief Executive

August

MHS 3

Director

August

Private NFP 2

Chairperson

August

Private NFP 2

Director

January

Chairperson

September

Board 6

MHS 4

Director

September

Board 7

Private NFP 3

Participant Chief Executive

September

Board 8

MHS 1

Director (2)

October

Board 9

MHS 5

Director

October

Board 10

MHS 6

Director

October

Board 11

MHS 7

Director

October

Board 12

MHS 8

Director

October

Board 13

MHS 9

Chairperson

October

MHS 1

Chairperson

October

MHS 7

Chairperson

MHS 10

Director

November

MHS 9

Director

November
December (Part a)
2007
February (Part b)
March

MHS 3
MHS 11

Director
Chairperson

MHS 11

Director

Private FP 2

Director

November

August

Board 14

Board 15

Board 16
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Appendix 3.2: Organisational consent form
GOVERNANCE IN MELBOURNE METROPOLITAN HOSPITALS
MELBOURNE METROPOLITAN HOSPITAL CASE STUDY SITE CONSENT FORM

I, ........................................................................... of ......................................................................
..............................................................................................................................................................
Hereby give permission for
.....................................................................................................................
to be involved in a research study being undertaken by
Mrs Lynda Hocking.

I understand that the purpose of the research is to explore whether there is a relationship between
the personal value priorities, governance philosophy preferences, and the strategic and ethical
decision choices of individual governing board directors serving Melbourne metropolitan public,
private not–for–profit, and private for-profit acute healthcare services.
In line with the primary research aim, the following research aims will be explored in the course of
the conduct of this research study.
The aims include:


To identify the personal value priorities of individual governing board directors in
selected public, private not–for–profit and private for–profit Melbourne metropolitan
acute care hospitals.



To identify demographic factors which may influence the personal value priorities of
individual governing board directors in public, private not–for–profit and private for–
profit Melbourne metropolitan acute care hospitals.



To identify the governance philosophy preferences of individual governing board
directors in selected public, private not–for–profit and private for–profit Melbourne
metropolitan acute care hospitals.



To identify the relationship between the personal value priorities and governance
philosophy preferences of individual governing board directors.



To identify whether the personal value priorities of individual governing board directors
influence their strategic and ethical decision-making.



To identify the use of personal value priority evaluation in individual governing board
director selection and performance review processes in selected public, private not–for–
profit and private for–profit Melbourne metropolitan acute care hospitals.
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and that involvement for the organisation means the following:–
*

Individual Governing Board Directors from this hospital will be requested to complete a
questionnaire.

*

The Chairperson of the Governing Board and Chief Executive will be requested to
conduct an interview with the researcher at a time and venue convenient to themselves.

I acknowledge
1.

That the aims, methods, anticipated benefits, and possible risks of the research study,
have been explained to me.

2.

That I voluntarily and freely give my consent for the organisation to participate in the
above research study.

3.

That I am free to withdraw my consent at any time during the study, in which event
participation in the research study will immediately cease and any information obtained
through this organisation will not be used if I so request.

4.

I understand that aggregated results will be used for research purposes and may be
reported in scientific and academic journals.

5.

I understand that the organisation will not be named in published materials or
presentations.

I agree that

6.

I/We expect/do not expect to receive a summary copy of the research findings or
publications.

Signature:

Date:
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Appendix 3.3: Questionnaire plain language statement
GOVERNANCE IN MELBOURNE METROPOLITAN HOSPITALS
QUESTIONNAIRE PLAIN LANGUAGE STATEMENT
Reference Code

I, Lynda Hocking, am an enrolled Ph.D. candidate at Deakin University,
Melbourne. This research study is being conducted for my doctoral studies.
The study seeks to inform the body of research on governance, governing
board and directorship practice.
The research study explores individual governing board directors’ personal value
priorities, and the influence these may have on their personal decision-making in
their role as members of a governing board. Individual directors from Melbourne
metropolitan hospitals are being asked to participate in this study. I invite you to
take part in this study by completing a questionnaire. Completion of the
questionnaire will take approximately 45 minutes of your time.
The information that you provide is strictly confidential. Individual participants
and organisations will not be referred to by name in published materials or
presentations. All data collection materials (hard copy and computer database)
will be securely stored in line with Deakin University guidelines and accessible
only to the researcher and principal supervisor.
You are free to participate in this study by completing and returning the
questionnaire or you may decline to participate. You may withdraw your
consent to participate at any time prior to submission of the thesis. If you no
longer wish to participate please advise the researcher citing the reference code
on this statement. Thereafter, your questionnaire data will not be included and
will be destroyed.
Significant research results will be reported in the final thesis submission,
journal publications, and/or conference presentations or proceedings. Summary
research reports will be provided to the Chairperson of the Governing Board of
each participating organisation upon completion of the research.
For further information please contact the researcher Mrs Lynda Hocking on 0414
550 178 or email lmhockin@deakin.edu.au or the principal supervisor Associate
Professor Ruth Rentschler at Deakin University on 03 9244 6228.

Should you have any concerns about the conduct of this research project, please contact The
Secretary, Ethics Committee, Research Services, Deakin University, 221 Burwood Highway,
BURWOOD VIC 3125. Tel (03) 9251 7123 (International +61 3 9251 7123).
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Appendix 3.4: Questionnaire consent form
GOVERNANCE IN MELBOURNE METROPOLITAN HOSPITALS
QUESTIONNAIRE CONSENT FORM

I, .................................................................................... of ..............................................................................
Hospital/Health
Hereby consent to be a subject of a human research study to be undertaken
by Mrs Lynda Hocking
I understand that the purpose of the study is to identify the personal value priorities of individual Melbourne
metropolitan acute care hospital board directors, and to explore the influence of such values on their individual
decision-making as a member of a governing board.
In line with the primary research aim, the following research aims will be explored in the course of the conduct of
this research study.
The aims include:
1.

To identify the personal value priorities of individual directors serving Melbourne metropolitan hospital
governing boards.

2.

To determine any association between the participants’ demographic characteristics and their personal value
priorities.

3.

To identify the philosophical position of individual directors on the role of the governing board and any
alignment of their philosophical position with selected governance theories.

4.

To identify the influence, if any, of the personal values of individual directors on their individual decisionmaking in exercising their role as a member of the hospital governing board.

5.

To determine how the personal values of individual directors influence their individual decision-making in
exercising their role as a member of the hospital governing board.

6.

To describe the processes utilized by hospital governing boards to select and induct new board members.

7.

To describe the processes utilized by hospital governing boards in reviewing the performance of individual
board members.

I acknowledge that I am consenting to complete a questionnaire for the purposes of gathering information to be used
in this research study.
I acknowledge
8.

My questionnaire will be coded only for the purposes of my personal reference and allocation by the researcher
to the correct hospital data set.

9.

That I voluntarily and freely give my consent to my participation in the research study.

10. Information that I provide will not be made public in any form that could reveal my identity to an outside party
i.e. that I will remain fully anonymous.
11. Aggregated results will be used for research purposes and may be reported in scientific and academic journals.
12. Individual results will not be released to any person except at my request and on my authorisation.
13. That I am free to withdraw my consent at any time during the study, in which event my participation in the
research study will immediately cease and any information obtained from me will not be used.

Signature:

Date:
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Appendix 3.5: Interview plain language statement
GOVERNANCE IN MELBOURNE METROPOLITAN HOSPITALS
INTERVIEW PLAIN LANGUAGE STATEMENT
Reference Code

I, Lynda Hocking, am an enrolled Ph.D. candidate at Deakin University,
Melbourne. This research study is being conducted for my doctoral studies.
The study seeks to inform the body of research on governance, governing
board and directorship practice.
The research study explores individual governing board directors’ personal
value priorities, and the influence these may have on their personal decisionmaking in their role as members of a governing board. Individual directors
from Melbourne metropolitan hospitals are being asked to participate in this
study. I invite you to take part in this study by participating in an interview.
Completion of the interview will take approximately 60 minutes of your time.
The information that you provide is strictly confidential. Individual participants
and organisations will not be referred to by name in published materials or
presentations. To allow for transcription for data analysis a digital recorder will
be used to record the interview. Upon request a copy of your interview
recording will be provided for your review and authorisation prior to inclusion
in the data set. All data collection materials (hard copy and computer database)
will be securely stored in line with Deakin University guidelines and accessible
only to the researcher and principal supervisor.
You are free to participate in this study by participating in the interview or you
may decline to participate. You may withdraw your consent to participate at
any time prior to submission of the thesis. If you no longer wish to participate,
please advise the researcher citing the reference code on this statement.
Thereafter, your interview data will not be used and will be destroyed.
Significant research results will be reported in the final thesis submission,
journal publications, and/or conference presentations or proceedings. Summary
research reports will be provided to the Chairperson of the Governing Board of
each participating organisation upon completion of the research.
For further information please contact the researcher Mrs Lynda Hocking on
0414 550 178 or email lmhockin@deakin.edu.au or the principal supervisor
Associate Professor Ruth Rentschler at Deakin University on 03 9244 6228.
Should you have any concerns about the conduct of this research project, please contact The
Secretary, Ethics Committee, Research Services, Deakin University, 221 Burwood Highway,
BURWOOD VIC 3125. Tel (03) 9251 7123 (International +61 3 9251 7123).
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Appendix 3.6: Questionnaire plain language statement
GOVERNANCE IN MELBOURNE METROPOLITAN HOSPITALS
INTERVIEW CONSENT FORM
I, ………………………………………………………of …………………………………………. Hospital/Health
Hereby consent to be a participant of a human research study to be undertaken
By Mrs Lynda Hocking
I understand that the purpose of the study is to identify the personal value priorities of individual Melbourne
metropolitan acute care hospital board directors, and to explore the influence of such values on their individual
decision-making as a member of a governing board.
In line with the primary research aim, the following research aims will be explored in the course of the conduct of
this research study.
The aims include:
1.

To identify the personal value priorities of individual directors serving Melbourne metropolitan hospital
governing boards.

2.

To determine any association between the participants’ demographic characteristics and their personal value
priorities.

3.

To identify the philosophical position of individual directors on the role of the governing board and any
alignment of their philosophical position with selected governance theories.

4.

To identify the influence, if any, of the personal values of individual directors on their individual decisionmaking in exercising their role as a member of the hospital governing board.

5.

To determine how the personal values of individual directors influence their individual decision-making in
exercising their role as a member of the hospital governing board.

6.

To describe the processes utilized by hospital governing boards to select and induct new board members.

7.

To describe the processes utilized by hospital governing boards in reviewing the performance of individual
board members.

I acknowledge that I am consenting to participate in an interview for the purposes of gathering information to be
used in this research study.

I acknowledge
1.

That the aims, methods, anticipated benefits, and possible risks of the research study have been explained
to me.

2.

That I voluntarily and freely give my consent to my participation in the research study.

3.

Information that I provide will not be made public in any form that could reveal my identity to an outside
party i.e. that I will remain fully anonymous.

4.

Results will be used for research purposes and may be reported in scientific and academic journals.

5.

Individual results will not be released to any person except at my request and on my authorisation.

6.

That I am free to withdraw my consent at any time during the study, in which event my participation in
the research study will immediately cease and any information obtained from me will not be used.

Signature:

Date:
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Appendix 3.7: Questionnaire

Reference Number ____________

Governance in Melbourne Metropolitan Hospitals:
An Individual Director Values Perspective

Questionnaire

2006
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This research study is being conducted by Ms Lynda Hocking as a requirement of
her Doctor of Philosophy candidature at Deakin University.

Any enquiries regarding the research study should be directed to:

The Researcher:

Mrs Lynda Hocking
Ph.D. Candidate
Bowater School of Management and Marketing
Faculty of Business and Law
Deakin University
221 Burwood Highway
Burwood 3125 Australia
Tel: + 0414 550 178
Email: lmhockin@deakin.edu.au

Principal Supervisor:

Associate Professor Ruth Rentschler (Ph.D. Monash)
Bowater School of Management and Marketing
Faculty of Business and Law
Deakin University
221 Burwood Highway
Burwood 3125 Australia
Tel: +613 9244 6228
Email: rr@deakin.edu.au

Any concerns regarding the conduct of the research study should be directed to:

The Secretary
Ethics Committee
Research Services
Deakin University
221 Burwood Highway
Burwood 3125 Australia
Email: research–ethics@deakin.edu.au
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Section A

Schwartz Value Survey and Values Questions
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Section A
The following table1 identifies values determined to be universal to all
individuals. Please consider the values listed and then respond to the
following two questions.

Values

Values

1. Equality (equal opportunity for all)

30. Social Justice (correcting injustice, care for the weak)

2. Inner Harmony (at peace with myself)

31. Independent (self–reliant, self–sufficient)

3. Social Power (control over others, dominance)

32. Moderate (avoiding extremes of feeling and action)

4. Pleasure (gratification of desires)

33. Loyal (faithful to my friends, group)

5. Freedom (freedom of action and thought)

34. Ambitious (hard–working, aspiring)

6. A Spiritual Life (emphasis on spiritual not material matters)

35. Broadminded (tolerant of different ideas and beliefs)

7. Sense of Belonging (feeling that others care about me)

36. Humble (modest, self–effacing)

8. Social Order (stability of society)

37. Daring (seeking adventure, risk)

9. An Exciting Life (stimulating experiences)

38. Protecting the Environment (preserving nature)

10. Meaning in Life (a purpose in life)

39. Influential (having an impact on people and events)

11. Politeness (courtesy, good manners)

40. Honouring of Parents and Elders (showing respect)

12. Wealth (material possessions, money)

41. Choosing own Goals (selecting own purposes)

13. National Security (protection of my nation from enemies)

42. Healthy (not being sick physically or mentally)

14. Self–Respect (belief in one’s own worth)

43. Capable (competent, effective, efficient)

15. Reciprocation of Favours (avoidance of indebtedness)

44. Accepting my Portion in Life (submitting to life’s circumstances)

16. Creativity (uniqueness, imagination)

45. Honest (genuine, sincere)

17. A World at Peace (free of war and conflict)

46. Preserving my Public Image (protecting my ‘face’)

18. Respect for Tradition (preservation of time–honoured

47. Obedient (dutiful, meeting obligations)

customs)
19. Mature Love (deep emotional and spiritual intimacy)

48. Intelligent (logical, thinking)

20. Self–Discipline (self–restraint, resistance to temptation)

49. Helpful (working for the welfare of others)

21. Privacy (the right to have a private sphere)

50. Enjoying Life (enjoying food, sex, leisure, etc.)

22. Family Security (safety for loved ones)

51. Devout (holding to religious faith and belief)

23. Social Recognition (respect, approval by others)

52. Responsible (dependable, reliable)

24. Unity with Nature (fitting into nature)

53. Curious (interested in everything, exploring)

25. A Varied Life (filled with challenge, novelty and change)

54. Forgiving (willing to pardon others)

26. Wisdom (a mature understanding of life)

55. Successful (achieving goals)

27. Authority (the right to lead or command)

56. Clean (neat, tidy)

28. True Friendship (close, supportive friends)

57. Self–Indulgent (doing pleasant things)

29. A World of Beauty (beauty of nature and the arts)

1

Table adapted from Schwartz, 1992.
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Section A: continued.

A1) Which three values do you consider most important as guiding principles
in your life?
* Rank order of importance.

1) ––––––––––––––––––––––––––––––––––
(* most important value)

2) ––––––––––––––––––––––––––––––––––

3) ––––––––––––––––––––––––––––––––––

A2) Which three values do you consider least important as guiding principles
in your life?
* Rank order of importance.
1) ––––––––––––––––––––––––––––––––––
(* least important value)

2) ––––––––––––––––––––––––––––––––––

3) ––––––––––––––––––––––––––––––––––
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Section A: continued.
A3)

Schwartz Value Survey

Using the scale below to rate the importance of each value as a guiding
principle in your life, please insert your personal rating for each numbered
value in the space to the left of the value.

AS A GUIDING PRINCIPLE IN MY LIFE, THIS VALUE IS:

-1

0

OPPOSED
TO MY
VALUES

NOT
IMPORTANT

1

2

3

4

IMPORTANT

5

6
VERY
IMPORTANT

7
OF SUPREME
IMPORTANCE

Values
1. ____________
2. ____________
3. ____________
4. ____________
5. ____________
6. ____________
7. ____________
8. ____________
9. ____________
10. ____________
11. ____________
12. ____________
13. ____________
14. ____________
15. ____________
16. ____________
17. ____________
18. ____________
19. ____________
20. ____________
21. ____________
22. ____________
23. ____________
24. ____________

EQUALITY (equal opportunity for all)
INNER HARMONY (at peace with myself)
SOCIAL POWER (control over others, dominance)
PLEASURE (gratification of desires)
FREEDOM (freedom of action and thought)
A SPIRITUAL LIFE (emphasis on spiritual not material matters)
SENSE OF BELONGING (feeling that others care about me)
SOCIAL ORDER (stability of society)
AN EXCITING LIFE (stimulating experiences)
MEANING IN LIFE (a purpose in life)
POLITENESS (courtesy, good manners)
WEALTH (material possessions, money)
NATIONAL SECURITY (protection of my nation from enemies)
SELF–RESPECT (belief in one’s own worth)
RECIPROCATION OF FAVOURS (avoidance of indebtedness)
CREATIVITY (uniqueness, imagination)
A WORLD AT PEACE (free of war and conflict)
RESPECT FOR TRADITION (preservation of time–honoured customs)
MATURE LOVE (deep emotional and spiritual intimacy)
SELF–DISCIPLINE (self–restraint, resistance to temptation)
PRIVACY (the right to have a private sphere)
FAMILY SECURITY (safety for loved ones)
SOCIAL RECOGNITION (respect, approval by others)
UNITY WITH NATURE (fitting into nature)
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AS A GUIDING PRINCIPLE IN MY LIFE, THIS VALUE IS:

-1

0

OPPOSED
TO MY
VALUES

NOT
IMPORTANT

25. ____________
26. ____________
27. ____________
28. ____________
29. ____________
30. ____________
31. ____________
32. ____________
33. ____________
34. ____________
35. ____________
36. ____________
37. ____________
38. ____________
39. ____________
40. ____________
41. ____________
42. ____________
43. ____________
44. ____________
45. ____________
46. ____________
47. ____________
48. ____________
49. ____________
50. ____________
51. ____________
52. ____________
53. ____________
54. ____________
55. ____________
56. ____________
57. ____________

1

2

3

4

IMPORTANT

5

6
VERY
IMPORTANT

A VARIED LIFE (filled with challenge, novelty and change)
WISDOM (a mature understanding of life)
AUTHORITY (the right to lead or command)
TRUE FRIENDSHIP (close, supportive friends)
A WORLD OF BEAUTY (beauty of nature and the arts)
SOCIAL JUSTICE (correcting injustice, care for the weak)
INDEPENDENT (self–reliant, self–sufficient)
MODERATE (avoiding extremes of feeling and action)
LOYAL (faithful to my friends, group)
AMBITIOUS (hard–working, aspiring)
BROADMINDED (tolerant of different ideas and beliefs)
HUMBLE (modest, self–effacing)
DARING (seeking adventure, risk)
PROTECTING THE ENVIRONMENT (preserving nature)
INFLUENTIAL (having an impact on people and events)
HONOURING OF PARENTS AND ELDERS (showing respect)
CHOOSING OWN GOALS (selecting own purposes)
HEALTHY (not being sick physically or mentally)
CAPABLE (competent, effective, efficient)
ACCEPTING MY PORTION IN LIFE (submitting to
circumstances)
HONEST (genuine, sincere)
PRESERVING MY PUBLIC IMAGE (protecting my ‘face’)
OBEDIENT (dutiful, meeting obligations)
INTELLIGENT (logical, thinking)
HELPFUL (working for the welfare of others)
ENJOYING LIFE (enjoying food, sex, leisure, etc.)
DEVOUT (holding to religious faith and belief)
RESPONSIBLE (dependable, reliable)
CURIOUS (interested in everything, exploring)
FORGIVING (willing to pardon others)
SUCCESSFUL (achieving goals)
CLEAN (neat, tidy)
SELF–INDULGENT (doing pleasant things)

Appendices Page 332

7
OF SUPREME
IMPORTANCE

life’s

Section A: continued.
Instructions: Please circle or provide your response as indicated.
A4)

In your role as a director of this governing board, are your individual
decisions influenced by your personal values?

A5)

a)

yes,

please proceed to Question A5.

b)

no,

please proceed to Question A6.

Please briefly describe how your personal values influence your
individual decision-making as a director of this governing board.
Where appropriate, please give examples.
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Section A: continued.
Instructions: Please circle or provide your response as indicated.
A6)

In your role as a director of this governing board have you experienced a
decision situation in which you have felt a sense of conflict with regard
to your personal values?

A7)

a)

yes,

please proceed to Question A7, then Section B.

b)

no,

please proceed to Section B.

Please briefly describe any decision situation in which you felt a sense of
personal values conflict, and how you managed this situation.
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Section B

Governance, Governing Board and Demographic Questions.
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Section B
The following questions relate to your views on governance, your
organisation and governing board.
Instructions: Please circle or provide your response as indicated.

Governance theories describe a specific philosophical position from which
governing boards operate.
Please consider the following statement ……..
B1)

My personal philosophical position on the role of the governing board in
governance is best stated as:

a)

The Board’s role is to ensure a match between managers and shareholders.

b)

The Board’s role is to ensure stewardship of the organisational assets.

c)

The Board’s role is the inclusive pursuit of stakeholder interests.

The governance model of an organisation may be differentiated by a number of
governance attributes. Such attributes include the value orientations and
activity emphasis of the organisation.
Please consider the following statement ……..
B2)

The value orientations and activity emphasis of my organisation is most
accurately stated as:

a)

Our organisation values community participation, due process and
stewardship, and our activity emphasis is on asset and mission
preservation.

b)

Our organisation values strategy development, risk taking, and competitive
positioning, and our activity emphasis is on strategic and entrepreneurial
activity.

c)

Our organisation places comparative emphasis on the values and activities
noted above in both a) and b).
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Section B: continued.

B3)

B4)

B5)

B6)

B7)

B8)

The values of this organisation were clearly communicated to me at the
time of my selection as a director for this governing board.
a)

yes

b)

no

The values of this organisation were clearly communicated to me at the
commencement of my directorship with this governing board.
a)

yes

b)

no

I took into consideration the stated values of this organisation in making
my decision to accept this directorship.
a)

yes

b)

no

I believe I have a sense of ‘fit’ between my personal values and the stated
values of this organisation.
a)

yes

b)

no

I participated in a selection process specific to my role as a member of
this governing board.
a)

yes,

please proceed to Question B8.

b)

no,

please proceed to Question B10.

My personal values were identified during the selection process.
a)

yes,

please proceed to Question B9.

b)

no,

please proceed to Question B10.
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Section B: continued.

B9)

My personal values were identified during the selection process by
Circle each applicable response
a)

individual (one to one) discussion

b)

board selection panel discussion

c)

personal values questionnaire

d)

other…………………………………………..(please specify)

B10) I participated in an induction process specific to my role as a new
member of this governing board.
a)

yes,

please proceed to Question B11.

b)

no,

please proceed to Question B13.

B11) My personal values were identified during the induction process.

B12)

a)

yes,

please proceed to Question B12.

b)

no,

please proceed to Question B13.

My personal values were identified during the induction process by
Circle each applicable response

a)

individual (one to one) discussion

b)

group discussion

c)

personal values questionnaire

d)

other…………………………………………..(please specify)
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Section B: continued.

B13) I have participated in a performance review process specific to my role
as a member of this governing board.
a)

yes,

please proceed to Question B14.

b)

no,

please proceed to Question B16.

B14) My personal values were identified during the performance review
process.
a)

yes,

please proceed to Question B15.

b)

no,

please proceed to Question B16.

B15) My personal values were identified during the performance review
process by
Circle each applicable response

a)

individual (one to one) discussion

b)

group discussion

c)

personal values questionnaire

d)

other…………………………………………..(please specify)
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Section B: continued.

The following questions seek information regarding yourself.
Instructions: Please circle or provide your response as indicated.
B16) My current appointment on this governing board is as an:
a)

Executive Director

b)

Non–Executive Director

B17) I am currently serving as:
a)

Chairperson of the Board

yes/no

b)

Chief Executive Officer

yes/no

B18) I was first appointed to this governing board in (please state year)
………….
B19) Please indicate in the table below any concurrent board appointments
you hold:
Appointment Capacity

Organisation
Industry Sector/ Organisation Type

Executive or Non–Executive Director

i.e. a) Information Technology/Private For–Profit

Executive Director

i.e. b) Local Government/Public.

Non–Executive Director

a)

b)

c)

d)

e)

f)

g)
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Section B: continued.

B20) My gender is
a)

Female

b)

Male

B21) My year of birth is ……………………….

B22)

My country of birth is Australia
a)

yes

b)

no

If you answered no to the above question please indicate your years of Australian
residency………………………years.

B23) My cultural background is best described as
a)

Aboriginal/Torres Strait Islander

b)

African

c)

American

d)

Asian

e)

Australian

f)

English/Scottish/Welsh/Irish

g)

European

h)

New Zealand/Pacific Islander

i)

Other (please specify) __________________

B24) My highest formal educational qualification is
a)

Secondary school certificate

b)

Professional certificate

c)

Diploma

d)

Bachelors degree

e)

Masters degree

f)

Doctoral degree

g)

Other (please specify) __________________
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Section B: continued.

B25) My principal professional qualifications are in the discipline of

B26) My main area of professional/industry experience is in

B27) My religious belief system and practice is best described as
a)

Agnosticism (non-religious)

b)

Atheism (non-religious)

c)

Christian (religious)

d)

Non-Christian (religious)

e)

Other (please state) …………………………………

B28) Political parties can be considered to vary in terms of their ideological
dimensions. Two key dimensions are defined below. Please indicate your
preferred position for each dimension.
Dimension 1
As a general rule I would prefer to vote for a political party that emphasises the
following ideological position.
a)

Pursuit of universal individual freedom

b)

Preservation of the social structure through law and order

Dimension 2
As a general rule I would prefer to vote for a political party that emphasises
the following ideological position.
a)

Equality of individuals, co–operation and mutual responsibility and the
distribution of resources on the principles of equality and need.

b)

Differential merit of individuals, competitiveness and responsibility only for the
self and the distribution of resources to reflect the unique contributions of
individuals.
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Thank you.

Please return the Questionnaire and Consent Form
in the stamped self–addressed envelopes provided.
Your participation in the study is greatly appreciated.
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Appendix 3.8: Individual value priority instruments
1.

Schwartz Value Survey (Schwartz, 1992)

2.

Short Schwartz Value Survey (Lindeman & Verkasalo, 2005)

3.

Portrait Values Questionnaire (Lindeman & Verkasalo, 2005)

4.

List Of Values (Kahle et al., 1986; Madrigal, 1995)

5.

McDonald and Gandz values list (McDonald & Gandz, 1991; Lawrence,
1997)

6.

Hall–Tonna Inventory (Hall, 1995, p. 32)

7.

Rowe–Boulgarides Values Inventory (Rowe & Boulgardies, 1992, p.
77–78)

8.

Study of Values (Allport, Vernon & Lindzey, 1960)*

9.

The Value Survey (Rokeach, 1967)*

10. The Goal and Mode Values Inventories (Braithwaite & Law, 1985)*
11. Ways to Live (Morris, 1956)*
12. A Short Form Ways to Live (Dempsey & Dukes, 1966)*
13. The Value Profile (Bales and Couch, 1969)*
14. Life Roles Inventory – Value Scales (Fitzsimmons, Macnab & Casserly,
1985)*
15. Conceptions of the Desirable (Lorr, Suziedelis & Tonesk, 1973)*
16. Empirically Derived Value Constructions (Gorlow & Noll, 1967)*
17. East–West Questionnaire (Gilgen & Cho, 1979)*
18. Value Orientations (Kluckhohn and Stodtbeck, 1961)*
19. Personal Value Scales (Scott, 1965)*
20. Survey of Interpersonal Values (Gordon, 1960)*
21. Moral Behaviour Scale (Crissman, 1942; Rettig & Pasamanick, 1959)*
22. The Morally Debatable Behaviours Scales (Harding & Phillips, 1986)*

*

Value profiling instruments listed as Numbers 8 – 22 are presented in Braithwaite
and Scott (1991).

Appendices Page 344

Appendix 3.9: Motivational value type compatibility and rationale
Motivational value type compatibility

Compatibility rationale

Power and Achievement

Both emphasise social superiority and
esteem.

Achievement and Hedonism

Both are concerned with self-indulgence.

Hedonism and Stimulation

Both entail a desire for affectively
pleasant arousal.

Stimulation and Self-direction

Both involve intrinsic motivation for
mastery and openness to change.

Self-direction and Universalism

Both express reliance on one’s own
judgement and comfort with the diversity
of existence.

Universalism and Benevolence

Both are concerned with enhancement of
others and transcendence of selfish
interests. (Most spirituality values also).

Tradition and Conformity

Both stress self-restraint and submission.
(Some spirituality values also).

Conformity and Security

Both emphasise protection of order and
harmony in relations.

Security and Power

Both stress avoiding or overcoming the
threat of uncertainties by controlling
relationships and resources.

Table developed from Schwartz (1992)
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Appendix 3.10:

Motivational value type conflict and rationale

Value Sets

Conflict With Value Sets

Conflict Reason

Self-direction and

Conformity, Tradition and

Emphasising own

Stimulation

Security

independent thought an
action and favouring change
conflict with submissive
self-restriction, preservation
of traditional practices, and
protection of stability.

Universalism and

Achievement and Power

Benevolence

Acceptance of others as
equals and concern for their
welfare interferes with the
pursuit of one’s own relative
success and dominance over
others.

Hedonism

Conformity and Tradition

Indulgence of one’s own
desires contradicts restraint
of one’s own impulses and
acceptance of externally
imposed limits.

Spirituality

Hedonism, Power and

The search for meaning

Achievement

through the transcendence of
everyday reality contradicts
the pursuit of sensual and
material rewards.

Table developed from Schwartz (1992)
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Appendix 6.1: Private non-profit directors’ responses

PNPA: My values of honesty, integrity, and complete transparency in all processes
would always influence decisions.
PNPB: Commitment to the mission of the hospital group but in a manner that deals
directly and honestly with the issues. This will lead to a long term sustainable future
even though there may be short-term pain in facing up to issues. Taking a disciplined
and rigorous approach to director’s role.
PNPC: I find that my personal values match the values and mission of the organisation.
So in many respects there is not a clear division, where it is necessary for me to be
outspoken.
PNPD: At times my risk assessment of a strategy or asset acquisition will differ from
others and I will explain why I think some directions are worth pursuing or not.
PNPE: My values are part of my make-up therefore they must influence me. Whether
that influence extends to specific decisions would depend on the relevant issues e.g. for
the hospital to perform abortions – I clearly would oppose that, but if my colleagues,
when I asked, differed from me on an issue that was not one of my critically important
values I would probably go along with the majority – not a frequent occurrence
however.
PNPF: Fortunately my personal priorities at the 'top end' (honesty, intelligent/wisdom)
coincide with the most basic requirements for directors (honesty).
PNPG: Because I believe the values I have emphasised are particularly well related to
governance requirements.
PNPH: I try to act properly in discharging my duties as a director. This means being
conscientious and honourable in making enquiries and voting at Board meetings.
PNPI: My personal attitude is always be honest.
PNPJ: My personal values influence my desire to work towards the benefit of the
hospital, patients and staff e.g. decisions to provide safe environment and excellent care.
PNPK: Personal values re: education of next generation – am trying to make the hospital
a teaching environment. I support efforts to improve the well being of people that we
can contact e.g. The local community – money/food.
PNPL: I prepare well and am concerned to act justly and evenly across the issues and
decisions confronting the Board. I am honest and determined to behave in this way in
my role as a director.
PNPM: I consider I have personal high ideas that carry through to the business world.
PNPN: They impact in every way on all of my deliberations and decisions.
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Appendix 6.2: Metropolitan Health Service directors’ responses

MHSA: I value honesty, transparency and competence. I value the 'public' aspects of
public healthcare. If there is a difficult decision to make, I often think about it in terms
of whether I could justify a decision to the public/community. This is not about
protecting my public face – it is about 'testing' the ethics of my decision by thinking how
it would be viewed by others.
MHSB: Personal values guide your way of thinking. If decisions are people related, you
naturally make decisions that you can relate to if it was about yourself or loved one in
that position. I am not influenced by whether it is cost effective versus personal benefit
e.g. all people should have access to services regardless of their social standing in
community.
MHSC: My values lean towards the broader 'social good' rather than benefits to me as
an individual. Hence my decisions reflect concern primarily for patients/clients,
followed by staff. My main concern is making the hospital and other facilities focus on
high quality care for people.
MHSD: The board operates on a consensus model, as does the Ethics Committee, which
I chair. There have been issues where my personal values have been opposed by others,
for example, I was tougher than others on punishing a (X) for falsifying results. The
Board talked through to a compromise, of which the result was satisfactory. The (X)
took another position and resigned, before being terminated. I felt, with some other
Board members that the correct punishment was sacking, as the hospital's reputation was
at stake. To do anything less would leave us open to a charge of tolerating fraud.
MHSE: My business experience. My interest in the public health system i.e. that can
give medical treatment to everyone, no matter how much money they have. My belief
is that public monies should be guarded and spent very prudently.
MHSF: I have a strong sense of public responsibility and accountability which
underpins my attachment to good corporate governance principles and practice. This
leads me to expect and require high standards in staff support in providing information to
the board and carrying out board decisions. I also treat staff members with respect and
enjoy good working relations with staff.
MHSG: Ensure that consumers have an equitable opportunity to understand and
participate in decision-making processes.
MHSH: I understand clear boundaries between personal and professional, e.g. I wouldn't
expect to vote against something that was good for the health service just because I
didn't like it personally – but at the same time all our decision-making and
analysis/understanding leading to it is informed by our values e.g. we recently had a big
issue on our Board and conflict of interest of a senior staff member who had an
executive decision-making vote, and also had started a private service in direct
competition with us. My ethical values/views about this and its lack of probity affected
my decisions on the Board about how to proceed, as well as making a decision in the
interests of our service.
MHSI: How I interpret government and strategic priorities. How I resolve conflicts
between my values and competing priorities through a mature understanding of my
governance obligations. How I remain open to competing arguments, views, priorities
and the way I might seek to influence others.
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MHSJ: They influence my framework and my analysis of an issue i.e. what I want to
learn about an issue to make a decision. They may influence the weighting I put on
different elements of a decision e.g. public good over financial consideration.
MHSK: Public health services are to serve those who usually cannot afford private
healthcare. Thus it is essential to attend to the demographic issues in the health service
so that equity of healthcare delivery can be achieved (or at least an honest attempt can
be made).
MHSL: Principles relating to equity, advocacy and social justice inform resource
allocation discussions.
MHSM: I could not imagine not to be influenced by personal values.
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Appendix 6.3: Strategic decisions influenced by directors’
personal values

Strategic situation

Values
Values
conflict
conflict
experienced level

Retention of a mission congruent but financial loss
making service by a private non-profit hospital.

-

-

Selection of service delivery location and service type
congruent with director values and service mission.

-

-

Decision to privately out-source a service in public
hospital to generate revenue: acceptance of commercial
venture to achieve broader mission.

Yes

Intraboard

Public hospital bid to run a private hospital: to achieve
broader strategic goals and service mission.

Yes

Intraboard

Service provision prioritisation.

-

-

Strategic planning process and resource allocation
prioritisation.

Yes

Intraboard

Executive selection.

-

-

Executive appraisal.

-

-

Fiscal management and accountability expectations of
an internal stakeholder group by board members.

Yes

Intraboard

Directors’ use of sub-committee involvement to
advance personal agendas.

-

-

Relationship building with internal stakeholders to
enhance communication channels.

-

-
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Appendix 6.4: Ethical decisions influenced by directors’
personal values
Ethical situation

Values
Values
conflict
conflict
experienced level

Board conduct – commitment to role model ethical
decision-making.

-

-

Director conduct – conflict of interest declaration.

Yes

Intraboard

Policy development – development of a policy directing
resuscitation practices.

Yes

Intraboard

Approval of the type of research permitted to be
conducted in the organisation.

-

-

Perceived potential for conflict of interest due to new
appointment – decision by director to leave board.

-

-
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Appendix 6.5: Strategic and ethical decisions influenced by
directors’ personal values
Strategic and ethical situation

Values
conflict
experienced

Values
Conflict
level

Balancing financial realities with service delivery
expectations.

-

-

Decision not to proceed with a financially sound
Yes
acquisition and amalgamation between private nonprofit hospitals due to the inability of one
organisation to divest services incongruent with the
personal values of board members and values of the
acquiring organisation.

Personal

Incorporation of personal values into the
formulation of corporate values which subsequently
guide policy development, policy review and
enforcement commitment i.e. transparency and
openness into a Conflict of interest policy.

-

Senior staff disciplinary action – board decision
regarding the level of action required.

Yes

Intra-board

Applicability of funding sources – service
commercialisation and research funding in public
hospital.

Yes

Personal

Board –
External
Stakeholder

Intra-board
Increasing the disclosure requirements in the
Conflict of interest policy.

Yes

Intra-board
Board –
Internal
Stakeholder
(Staff)

Director accountability in dealing with multiple
external stakeholder interests (perceived to have a
differing understanding of, varied time frames,
agendas and values) and influence upon system
service and operational issues i.e. bypass / elective
surgery listings.
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Yes

Board –
External
Stakeholder

Strategic and ethical situation

Values
conflict
experienced

Values
Conflict
level

Board member conduct – perceived failure to
respect the confidentiality and integrity of the
board decision-making process and role of
Chairperson.

Yes

Intra-board

Provision of an expensive medication in a public
hospital with no cost to patients versus redirection
of patients to private facilities with patient
payment.

Yes

Personal

Staff safety and protection accountability.

Yes

Intra-board

Personal
Intra-board

Acceptance of projected high/cost long-term
private patients from public hospitals.

-

-

Research policy implementation – decision not to
participate in sponsored research activities despite
generous revenue stream opportunities.

-

-

Human resources policy implementation redundancy process.

Yes

Board –
Internal
stakeholder
s
(Staff)

Human resources policy implementation falsification of research records.

Yes

Intra- board

Board involvement in dealing with inappropriate
conduct perceived to be culturally inappropriategeneral staff disciplinary action for racial
vilification.

Yes

Board –
Internal
stakeholder
s
(Staff)

Board involvement in dealing with inappropriate
conduct perceived to be culturally inappropriatesenior staff disciplinary action for unprofessional
conduct.

-

-

Board role in selecting individuals perceived to
have personal values congruent with the
organisational values and ethical culture –
reinforcing values congruent culture through
selection of the CEO and senior executive.

-

-
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Strategic and ethical situation

Values
conflict
experienced

Values
Conflict
level

Board role in selecting individuals perceived to
have personal values congruent with the
organisational values and ethical culture –
reinforcing values congruent culture through
evaluation of the CEO and senior executive.

-

-

Board role in supporting Human Resources
processes that promote staff alignment with
organisational values and ethical culture – people
development programs.

-

-

Fiscal accountability and responsibility.

Yes

Intra-board

Board conduct reflecting and supporting
organisational values i.e. openness and
transparency in dealing with issues.

-

-

Board response to a critical incident- medical staff
health and safety – roster issues.

-

-

Taking terminally ill patients from other hospitals.

-

-

Disclosure of performance indicators and trends.

Yes

Personal
Intra-board
Boardexternal
stakeholder

Decision to sell a private hospital in which in the
ownership group initially only advised selected
board members.

Personal
Intra-board
BoardInternal
Stakeholder
(Ownership
Group)
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Appendix 6.6: Collegiate decisions influenced by directors’
personal values
Collegiate situation

Values
conflict
experienced

Values
conflict
level

Non-disclosure of significant strategic
information to other board members by
members who concurrently sat on a higher
organisational oversight board.

Yes

Personal
Intra-board
Board-external
stakeholders

Board director conduct with respect to the
integrity of the board decision-making process
and role of the Chairperson.

Yes

Intra-board

Board member performance issues resulting in
request to resign by Chair.

Yes

Personal

Approach by board to decision-making
process.

-

-

Development of an open and honest board
culture.

-

-

Intra-board
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Appendix 6.7: Personal decisions influenced by directors’
personal values
Personal situation

Values
conflict
experienced

Values
conflict
level

Personal conduct – role model through own
conduct.

-

-

Personal motivation to serve on a public board.

-

-

Personal motivation to serve on a private nonprofit board.

-

-

Personal decision to only work as a director on
boards with known and respected Chairperson.

-

-

Expectation of openness and transparency with
respect to accessibility and disclosure of board
performance information to directors.

Yes

Personal

Expectation of openness and transparency with
respect to public accessibility to and disclosure of
health service performance information.

Yes

Personal

Board member continuation of service in a
situation perceived to present a conflict of interest
– resulting in self-selection to resign.

-

Board member declaration of conflict of interest
on issue under debate or due to professional
affiliations to board membership.

-

-

Decision to continue on a board as Chairperson
dependant on the outcome of a decision on an
issue considered of profound personal and
professional significance.

Yes

Personal
Intra-board

Personal position regarding the conduct of certain procedures in the hospital (i.e. termination of
pregnancy).

-

Declaration of conflict of interest.

-

-

Personal position regarding privatisation
approach – perception of inappropriateness of
sponsored research activities in order to generate
income stream.

Yes

Personal
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Personal situation

Values
conflict
experienced

Values
conflict
level

Role and level of stakeholder influence on board
decision-making.

Yes

Personal

Dealing with personally confronting issues.

Yes

Personal

Personal expectations of own performance, board
interactions and operation.

-

-

Director instigating activities in areas of
perceived community need.

-

-
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Intra-board
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